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Abstract 
The Effects of Self-Book© Art Therapy on Emotional Distress in 
Female Cancer Patients: A Randomized Controlled Trial 
 
Donna M. Radl, MA, ATR-BC, LPC 
Joke Bradt, PhD, MT-BC 
 
 
 
 The purpose of this study was to evaluate the effects of the Self-Book© art therapy 
intervention on emotional distress and psychological well-being in female cancer 
patients. Assessing and treating patients’ unmet emotional needs is a national focus in 
oncology care today. The intervention provided patients with an opportunity to portray 
their feelings and identify coping skills artistically through a creative process. Art therapy 
is based on the theory that the human mind tends to experience intrusive and avoidant 
stress response symptoms when faced with adverse events, such as a life-threatening 
illness. Creative expression can help patients reintegrate their sense of self and strengthen 
personal attributes. To evaluate the intervention, a repeated measures randomized 
controlled trial design was employed. Sixty consenting women were enrolled and 
randomly assigned to either the six-session Self-Book© art therapy intervention group or 
the standard care control group. Results suggest that Self-Book© art therapy may help 
decrease emotional distress and enhance spiritual well-being in female cancer patients 
during active oncology treatment. Positive trends in the data were present, but there were 
no statistically significant differences between the groups for the two main variables. 
Small treatment effects were found for Self-Book© art therapy on participants’ 
 
 
 
 
xii
psychological well-being. However, one subscale measure revealed statistically 
significant greater improvements in Self-Book© art therapy participants’ spiritual well-
being compared to the standard care control participants. Additionally, 30% of art therapy 
participants reported post-intervention emotional distress scores that were below the 
clinical range for emotional distress, compared with only 5% of standard care control 
participants, suggesting that Self-Book© art therapy has clinical significance. Analysis of 
limited narrative data from exit interviews contributed to positive trends in emotional 
distress, suggesting that emotional needs were met for the majority of Self-Book© art 
therapy participants.
 
 
 
 
 
 
 
 
 
 
1 
CHAPTER 1: INTRODUCTION 
The purpose of this dissertation was to examine the effects of Self-Book© art therapy on 
the emotional distress and psychological well-being of female oncology patients during 
active treatment. Self-Book© is an art therapy intervention that invites participants to 
create a visual book with magazine images and words to portray their feelings artistically, 
and to help each participant identify and develop coping skills. 
 The motivation for evaluating art therapy as an intervention with this population 
stems from the discovery that women with cancer who receive oncological treatments are 
being diagnosed with various stress disorders (American Psychiatric & American 
Psychiatric Association, 2000; Alfano & Rowland, 2006; Anton et al., 2011; Banou, 
Hobfoll, & Trochelman, 2009; Bergouignan et al., 2011; Chan, Ho, Tedeschi, & Leung, 
2011; Cordova et al., 2007; Elklit & Blum, 2010; Hakamata et al., 2007; Hara et al., 
2008; Mehnert & Koch, 2007; Shelby, Golden-Kreutz, & Andersen, 2008), including 
post-traumatic stress disorder (PTSD) (Shelby et al., 2008). It is apparent in the literature 
that these women have limited opportunity to articulate their emotions about their cancer 
experiences, and that the issue of emotional distress is becoming a significant concern in 
oncology (Bultz & Carlson, 2006; Grassi, Nanni, & Caruso, 2010; Jacobsen, 2012; Mertz 
et al., 2012). According to the National Cancer Institute (NCI) (National Institute of 
Health, 2013), emotional distress ranks as the highest of unmet needs for female cancer 
patients in the United States. Based on these facts, it seems appropriate to focus research 
on an art therapy intervention for addressing emotional distress in this population so that 
a valid, evidence-based model can be developed. 
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 The National Comprehensive Cancer Network (NCCN) (2012) reported 
worldwide governmental efforts (such as new guidelines and mandates in the United 
States, Europe, Canada, and Australia) to provide better emotional support in oncology 
clinics and hospitals by the year 2015. This movement appears to be an opportunity for 
the integration of psychological services such as art therapy into a more holistic approach 
to oncology care. This massive effort stimulated two fundamental aims of this research: 
1) to enhance the quality of emotional care for female cancer patients during active 
oncology treatment, and 2) to produce rigorous evidence regarding the impact of art 
therapy. 
 The theoretical principles supporting Self-Book© art therapy are grounded in 
positive psychology theory (Seligman & Csikszentmihalyi, 2000) and incorporate the 
essential and nonverbal healing components from art therapy (Naumburg, 1966). One 
critical mechanism in art therapy is based on the concept that the human mind tends to 
suppress adverse events, such as a life-threatening illness, and that the process for 
creating art can help patients become more self-aware and make sense of the adversity in 
a safe manner (Gantt & Tinnin, 2008). Naumburg (1966) theorized that the creative and 
expressive process is important because the suppressed feelings may otherwise manifest 
into psychosomatic symptoms. However, empirical data verifying these assumptions are 
inadequate (Wood, Molassiotis, & Payne, 2011; Geue, Goetze, Buttstaedt, Kleinert, & 
Richter, 2010). Self-Book© integrates art therapy with positive psychology to focus on 
emotional strength-building and to help transform the patient’s negative sense of self to a 
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more positive one. Research shows that interventions targeting positive actions and 
cognitions decrease emotional distress and enhance well-being (Morris & Shakespeare-
Finch, 2011). 
1.1 Problem Statement 
 The primary problem addressed in this study is that cancer diagnosis is coupled 
with a high prevalence of cancer-related emotional distress in women during treatment. 
According to the American Cancer Society (ACS) (2012), over 38% of women in the 
United States are estimated to develop cancer during their lifetimes. Research literature 
indicates that up to 43% of those women experience emotional distress as a result of their 
cancer diagnoses and treatments (Bar-Sela, Atid, Danos, Gabay, & Epelbaum, 2007; 
Egberg Thyme et al., 2009; McWilliam, Brown, & Stewart, 2000; Nainis, 2008; Puig, 
Lee, Goodwin, & Sherrard, 2006; Siedentopf et al., 2010). The impact of cancer indeed 
precipitates secondary psychological, social, and spiritual needs. The most common 
psychological symptom of cancer patients includes high levels of emotional distress from 
feelings of helplessness and uncertainty, and a fear of death (Elkit & Blum, 2010). In 
addition, the development of spiritual and personal meaning appears to be a singular 
factor for successfully addressing unmet emotional needs (Anagnostopoulos, Slater, & 
Fitzsimmons, 2010).  
 The treatment focus in cancer care has begun to shift from a predominantly 
biomedical approach to one that is more biopsychosocial (Singh, 2011). In the past, 
treatment focused on the profound physical aspects of the cancer effects, while the 
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emotional and mental components were not as much an apparent concern (Collie, 
Bottorff, & Long, 2006). Today researchers are increasingly focusing on mind-body 
connections. This is evident, for example, by the increase of published studies aimed at 
exploring the impact of mindfulness interventions on the psychosocial and emotional 
needs of cancer patients (Johnson, 2009; Kendall-Tackett, 2009; Monti et al., 2006). 
Unfortunately, a higher percentage of research studies on psychosocial and emotional 
interventions focus on post-treatment cancer survivors, and not as many on patients 
during active treatment. 
 Early intervention is a priority because the effects of prolonged emotional distress 
on the human body and mind, which causes sustained cortisol release and compromises 
the immune system (Melzack, 2005). Researchers emphasize that early detection of 
emotional distress is critical to cancer recovery; distress symptoms at six weeks after 
cancer diagnosis strongly predict a high risk for the delayed onset of severe clinical levels 
of psychiatric distress (Elklit & Blum, 2010). Medical art therapy is identified as a 
promising solution to help with the reduction of stress in cancer patients, but the evidence 
for this claim is insufficient (Monti et al., 2006; Wood et al., 2011). 
The secondary problem is the lack of research justifying the use of art as a 
legitimate therapy for reducing emotional distress in cancer patients. Only six 
randomized controlled trials (RCTs) were found on the efficacy of medical art therapy 
interventions for addressing the psychosocial and emotional needs of cancer patients 
during active cancer treatment. The RCTs found were mostly on group interventions and 
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not individual interventions (Bar-Sela et al., 2007; Monti et al., 2006), and were 
exclusively for breast cancer patients. The literature discusses a concern with the 
disproportionate amount of cancer research specifically focused on breast cancer: The 
needs of females with other cancers are not being studied equally, and that their specific 
needs are therefore less likely to be met (Öster, Svensk, Magnusson, & Thyme, 2006; 
Puig et al., 2006; Svensk, 2009; Thyme et al., 2009). 
 The final problem identified is the impact of emotional distress on the cancer 
patient’s oncology treatments. Approximately 50% of women experiencing cancer-
related emotional distress delay receiving help for their psychosocial and emotional 
issues due to numerous reasons, including a lack of accessibility to services (Siedentopf 
et al., 2010). In 2008, Mao and colleagues made a request for psychosocial interventions 
that would be accessible to all female cancer patients. Additional investigators have 
expressed a need for interventions that give women in active oncology treatment an 
opportunity for self-expression about the distressing cancer experience (Bultz & Carlson, 
2006; Grassi, Nanni, & Caruso, 2010; Jacobsen, 2012; Mertz et al., 2012). The 
justification for selecting art therapy over other nonverbal interventions for this present 
study was based on the predominate use of imagery at the core of the Self-Book® process. 
Imagery in art therapy contains symbols and metaphor that help the patient nonverbally 
articulate complicated or difficult emotions (Gorelick, 1989).  
 Medical art therapy seems to fulfill the unmet emotional needs of female cancer 
patients. However, even if medical art therapy is increasingly being requested, it 
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continues to lack the evidence of efficacy required by hospitals and healthcare providers 
(Carlson & Bultz, 2008; Collie et al., 2006; Egberg Thyme et al., 2009; Elkis-Abuhoff, 
Gaydos, Goldblatt, Chen, & Rose, 2009; Geue et al., 2010; Nainis, 2008; Öster, Åström, 
Lindh, & Magnusson, 2009; Puig et al., 2006; Visser & Op ’T Hoog, 2008; Weitz, Fisher, 
& Lachman, 2012). This lack of rigorous evidence is preventing medical art therapy from 
becoming an established discipline in oncology care nationwide. 
 No RCTs have been conducted on an individual art therapy intervention with the 
general cancer population during active oncology treatment (Geue et al, 2010; Grassi et 
al., 2010; Monti, et al., 2006; Wood et al., 2011). Although substantial attention has been 
devoted to utilizing medical art therapy with cancer patients in the past two decades, most 
of the reports are anecdotal and lack efficacy data to support a claim of therapeutic 
benefit. In 2006, Monti and colleagues piloted one of the first fully powered RCTs to 
evaluate a group art therapy intervention called mindfulness-based art therapy (MBAT) 
with patients in active oncology treatment. Four years later, Geue and colleagues (2010) 
conducted a meta-analysis of art therapy research articles published between 1987 and 
March 2009 and report that more research is needed to support the efficacy of art therapy 
interventions with oncology patients. The following year, Wood and colleagues (2011) 
concurred with these findings by stating that art therapy research with cancer patients is 
“still in its infancy,” with only a few RCTs being published to date. Finally, important to 
this dissertation is an unpublished study, namely the Self-Book© art therapy pilot study. 
This pilot study was conducted by Mary Donald (2008), art therapist at the Cancer Center 
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at Paoli Hospital in Pennsylvania, with 22 cancer patients. Its one-group design, small 
sample size, and lack of rigor are significant limitations. However, the Self-Book© pilot 
provides critically important information for the design of this dissertation. 
 Few RCT art therapy research studies are conducted with patients during active 
oncology treatment (Wood et al., 2011; Nainis et al., 2006). Despite the stringent 
demands from the current dominant research culture, there are an unbalanced number of 
qualitative research studies, especially with breast cancer patients, that support the 
successful use of medical art therapy with cancer patients (Collie & Kante, 2011; Öster et 
al., 2009; Sabo & Thibeault, 2011; Singh, 2011; Wood et al., 2011). 
 In summary, the following research gaps were identified and addressed in this 
dissertation: 
1. Rigorous quantitative research is needed to study the efficacy of medical art 
therapy interventions for addressing the psychosocial and emotional needs of 
cancer patients, especially during active cancer treatment. 
2. Self-Book© art therapy had been pilot tested but needs further scientific 
validation. 
3. The field of medical art therapy needs more research that meets evidence-based 
practice standards.  
1.2 Statement of Purpose 
 Given the research gaps identified above, the purpose of this study was to 
examine the effects of the Self-Book© art therapy intervention on the emotional distress 
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and psychological well-being of female oncology patients during active treatment. The 
choice of population for this study, namely all female cancer patients during active cancer 
treatment, addresses two important issues: 1) the lack of research on psychosocial 
intervention studies with cancer patients in general during active treatment, and 2) the 
dominance of research studies focused only on female breast cancer patients.  
The intervention consisted of six 50-minute private sessions. The participants 
required no artistic training to create a visual book; they used magazine collage for this 
process. As the researcher wished to be an objective observer, she did not administer the 
art therapy intervention. Instead, an independent, board certified art therapist facilitated 
the art therapy intervention for this RCT. 
 The long-term purpose of this dissertation is the implementation of the Self-
Book© art therapy intervention in oncology hospital and clinic programs. Medical art 
therapy has the potential to add to the quality of best practice models of oncology 
psychosocial support programs. When the psychological well-being of female cancer 
patients improves during active treatment, these women may benefit from the residual 
effects during post-treatment survivorship.  
Early intervention is essential for the patient and for the inclusion of medical art 
therapy in cancer psychosocial programs. However, more research is needed to determine 
if interventions such as the Self-Book© could indeed significantly decrease emotional 
distress and enhance psychological well-being in this vulnerable population (Geue, 
Richter, Buttstädt, Brähler, & Singer, 2013; Wood et al., 2011). 
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 To conclude, the purpose of this dissertation is to provide data that examines the 
efficacy of the Self-Book© art therapy intervention for emotional distress in female 
cancer patients during active treatment, and to provide pilot data for future large-scale 
clinical trials on the Self-Book© art therapy intervention with cancer patients. 
1.3 Statement of Method 
 This dissertation uses an RCT research design to address the following two test 
hypotheses: 
• Female oncology patients who use the Self-Book© art therapy intervention during 
active oncology treatment will report emotional distress scores that are significantly 
different from those of female oncology patients in the standard care control group. 
• Female oncology patients who use the Self-Book© art therapy intervention during 
active oncology treatment will report psychological well-being scores that are 
significantly different from those of female oncology patients in the standard care 
control group.  
 Sixty adult women in active cancer treatment were randomly assigned to either 
the Self-Book© art therapy intervention group or the standard care control group. The 
Self-Book© art therapy intervention is a six-session program consisting of six weekly 50-
minute individual sessions. This dissertation was built on an earlier, unpublished pilot 
study (Donald, 2008) that employed a one-group repeated measures design. The pilot 
study by Donald examined the effects of the Self-Book© art therapy intervention on the 
quality of life of 22 women newly diagnosed with breast cancer. 
 
 
 
 
10
 The primary outcome in this study is emotional distress. Emotional distress is 
defined as a complex experience involving unpleasant emotional and physical symptoms 
affecting the self psychologically, cognitively, behaviorally, socially, and spiritually 
(NCCN, 2013). The secondary outcome is psychological well-being. Well-being is 
defined as an overall subjective assessment of the general quality of daily living (Monti et 
al., 2006; Visser & Hoog, 2008).  
1.4 Statement of Delimitations and Limitations 
This dissertation was limited to female cancer patients only to achieve a 
homogeneous population. Eighty percent of the participants were African American, a 
medically underserved population (Davis, Darby, Likes & Bell, 2009). Both gender and 
race limitations prevent the results of this research from being generalized to all oncology 
patients.  
Seventy-two women were targeted for this study to have statistical power. This 
study did not achieve the desired sample size by the 10-month endpoint for data 
collection, due to recruitment challenges and a greater than anticipated attrition rate. A 
final limitation was the partial funding that prevented blinding of outcome assessment. 
The National Endowment for the Arts provided $20,000 for funding this dissertation 
through a Research: Art Works grant, but an independent blind rater was not budgeted 
into the grant. 
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CHAPTER 2: LITERATURE REVIEW 
This chapter presents a summary of the relevant research and literature associated with 
the problem statement addressed in this study. Its organization is based on five topics 
(arranged from broad to narrow) that discuss the rationale for the use of Self-Book© art 
therapy with the oncology population:  
1) The changing landscape involving cancer in women: from the biomedical model 
to the biopsychosocial perspective on cancer care. 
2) The psychosocial impact of cancer and the concerns about emotional distress: 
early identification and ongoing management of side effects. 
3) Emotional distress affecting psychological needs, self-perception, social needs, 
and spiritual needs. 
4) Prevention of mental health issues and an effort toward psychological well-being 
using integrative, psychosocial treatment approaches such as complementary and 
alternative medicine. 
5) Self-Book© medical art therapy for cancer patients.  
2.1 Cancer Treatment: A Changing Landscape 
 According to the American Cancer Society (ACS) (2012), over 38% of women 
will develop cancer during their lifetimes. The U.S. National Institute of Health (2012) 
reports that on January 1, 2009, approximately 6,742,240 women living in the United 
States had a history of cancer. In recent years, the total numbers of deaths related to 
women with cancer have steadily declined by 1.3% (National Institutes of Health, 2012). 
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The ACS (2012) attributes the decline in cancer-related deaths to advances in biomedical 
care such as state-of-the-art medical procedures, new medications, and earlier detection 
of cancer. Subsequently, the longevity of cancer survivors is increasing. This generates 
new challenges for oncology care involving the quality of life for women newly 
diagnosed with cancer (Beatty, Koczwara, Rice, & Wade, 2010; Bellizzi et al., 2010; 
Mehnert & Koch, 2008; Mehnert, Lehmann, Graefen, Huland, & Koch, 2010; Svensk et 
al., 2009; Vella & Budd, 2011; Weitz, Fisher, & Lachman, 2012). This new challenge is a 
pivotal opportunity for complementary and alternative medicine (CAM), such as medical 
art therapy, to help enhance oncology care by offering an evidence-based intervention 
that may improve the well-being of women actively undergoing cancer treatment. 
 Biomedical needs for women diagnosed with cancer no longer rank in first place 
for unmet needs. The National Cancer Institute (NCI) (2013) reports that the unmet 
psychosocial needs of women living with cancer are now ranked first, and that unmet 
biomedical needs have become a secondary concern. Specifically, relief from emotional 
distress is these women’s most critical and urgent unmet need (Bultz & Carlson, 2005, 
2006; Grassi, Nanni, & Caruso, 2010; Hagedoorn, Sanderman, Bolks, Tuinstra, & Coyne, 
2008; Henselmans et al., 2010; Jacobsen et al., 2005; Lowery et al., 2012; Matthews, 
2003; Monti et al., 2006; Muriel et al., 2009; Steinberg et al., 2009; Vella & Budd, 2011; 
Waller, Garland, & Bultz, 2012; Zabora, BrintzenhofeSzoc, Curbow, Hooker, & 
Piantadosi, 2001). 
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2.1.1 Cancer and Women 
 The NCI (NIH, 2013) reports that the changes in female cancers during the past 
two decades impact prevalence rates and treatments. One example is cervical cancers, 
which were once considered the most common cancers affecting American women. 
Today cervical cancers are ranked 14th in terms of population frequency; at a 41% 
incidence rate, breast cancer has moved into first place, which shifts psychosocial 
concerns pertaining to body image (discussed later in the section “2.2.3 Self-Perception 
Related to Emotional Distress”). 
 A vast volume of literature addresses the forecasted concerns for each cancer site. 
One group of researchers focused on such things as the patient’s age and type of invasive 
treatment needed; these two variables tended to have the greatest influence on a woman’s 
cancer trajectory. For instance, the researchers discovered that despite reports stating an 
overall steady decline in cancer incidence and mortality rates, an age-related exception 
exists for ovarian cancer: The prevalence and death rates from ovarian cancer were 
predicted to continue increasing for women ages 65 years and older (Pisano et al., 2006). 
Mastectomy is an example of a specific cancer treatment: According to literature, 
mastectomies constitute the most effective and widespread treatment method for breast 
cancer. However, mastectomy is also well known to cause pervasive initial physical 
limitations that precipitate emotional distress in older women and impact social 
functioning in younger women (Skrzypulec, Tobor, Drosdzol, & Nowosielski, 2009).  
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2.1.1.1 Disease Prevalence 
Despite the recent, slight decline in prevalence rates, new female cancer cases 
continue to be overwhelming. A recent Cancer Facts & Figures report states that one out 
of three women living in United States will be diagnosed with cancer (ACS, 2012). More 
explicitly, the ACS issued a 2009 report stating that annually, American women most 
frequently develop the following cancers (listed in descending order): breast cancer 
(192,370 new cases), lung cancer (103,350 new cases), colon cancer (71,380 new cases), 
uterine cancer (42,160 new cases), lymphoma (33,860 new cases), skin cancer (31,690 
new cases), ovarian cancer (21,550 new cases), and cervical cancer (11,270 new cases).  
2.1.1.2 Survivorship Issues 
Survivorship is considered a phase in the cancer process that begins with the 
completion of oncology treatment and ends with cancer recurrence or end of life. 
Survivorship is described as “a time of transition: Issues related to diagnosis and 
treatment diminish in importance, and concerns related to long-term follow-up care, 
management of late effects, rehabilitation, and health promotion predominate” (Grunfeld 
& Earle, 2010, p. 25). 
 As the overall death rate for women with cancer declines, the number of survivors 
continues to grow. Recently, the NCI Office of Cancer Survivorship (2013) reported that 
there are 7.2 million female cancer survivors today, which include 68% surviving at least 
an average of five years after diagnosis. Subsequently, unprecedented survivorship issues 
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concerning psychosocial needs for women have become the new focus for healthcare 
providers and researchers. 
 One issue concerns the medical and nonmedical treatments prior to cancer 
survivorship, which have been hypothesized to affect many psychosocial aspects of a 
woman’s life that are drastically impacted by cancer. Specifically, a woman’s well-being 
is profoundly affected by cancer-related side effects. Indeed, “advances in cancer care 
have improved survival, driving the need to mitigate the side effects of cancer therapy 
and to improve the quality-of-life of cancer survivors” (McLaren & Bates, 2012, p. 455). 
Prevention of latent side effects is an urgent concern, because survivorship rates are 
anticipated to rise further as the American population ages (NCI, 2013).  
 A second issue pertains to age and self-identity associated with particular age 
groups. An increasing number of women live far beyond their cancer diagnoses, meaning 
that younger women (and their families) will be living with many quality-of-life effects 
from cancer for an extended period of time (Burns, Costello, Ryan-Woolley, & Davidson, 
2007; Corner, 2008; Fisher & O’Connor, 2012). The Centers for Disease Control and 
Prevention (CDC) (2013) is looking at ways to help women with their self-identity issues 
and emotional distress as they transition back into their regular lives, such as childrearing 
and their return to the workforce. Most recently, Ross and Mirowsky (2013) confirmed 
that a woman’s sense of self could be a universal issue for cancer patients. 
 Beyond the distresses associated with cancer diagnosis and treatment, the physical 
changes and fear of mortality continue well into survivorship, especially if treatment-
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related issues and fears related to prognosis and survivorship are not addressed during 
active oncological treatment (Coyne, Tennen, & Ranchor, 2010). For instance, a group of 
researchers collected survey data on 390 randomly selected women who had undergone 
treatment for gynecological cancer. The results suggested that some gynecological cancer 
side effects are not being reported until women reach survivorship. The researchers 
concluded by speculating that survivorship, which has likely led to non-treatment of 
certain cancer or treatment-related ailments, could lead to dissatisfaction with the 
biomedical approach to oncological care, if not addressed earlier (Grover et al., 2012). 
 A growing amount of evidence indicates that oncology patients are generally 
dissatisfied with a lack of emotional counseling at the time of their cancer diagnosis and 
during active treatment. One study revealed that younger, female patients felt particularly 
dissatisfied (p < 0.001) compared to other cancer patients (Sherlaw-Johnson, Datta, & 
McCarthy, 2008). The reasons for dissatisfaction were attributed to insufficient 
communication and inadequate emotional support. 
 Similarly, a meta-analysis by Kaisa (2008) suggested that cancer patients were 
frequently dissatisfied with the emotional support (or lack thereof) that they received 
during inpatient treatments. The patients voicing these concerns reported that they desired 
more empathy and sensitivity from oncology doctors and nurses during the delivery of 
their cancer prognoses. According to the patients’ perception in most studies, major 
events such as a cancer diagnosis and prognosis were reported as being especially 
distressing and warranted emotional counseling.  
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 A substantial study conducted on 1,041 young female cancer survivors aimed to 
understand the dissatisfaction with the women’s personal cancer experiences during 
active treatment (Niemasik et al., 2012). The study used the framework of self-identity 
surrounding the women’s perceptions of reproductive health counseling and fertility 
preservation. Almost 50% of the women did not recall having any kind of emotional 
counseling about how cancer treatment may impact their reproductive health. The 
researchers concluded that earlier emotional counseling may help women cope better 
with long-term reproductive health outcomes that severely impact a woman’s self-
identity later in survivorship. 
2.1.2 Biopsychosocial Perspective on Cancer Care 
 Changes in biopsychosocial care for oncology patients can be viewed as the 
personalization of cancer care, with the primary aim of relieving emotional distress and 
promoting well-being. The end results would lead to an improved quality of life for all 
cancer patients into survivorship (Jacobsen, 2012). With the technological advances in 
cancer care, a major shift in patient care is inevitable (Tariman, Berry, Cochrane, 
Doorenbos, & Schepp, 2010). A current change is the integration of psychosocial 
considerations into routine cancer care, which have been slowly evolving over the past 
three decades (Holland & Weiss, 2008). 
 Integrative emotional support is a necessary change for patients. The most 
common reason patients tend to seek support beyond the biomedical model is primarily 
to feel better and to receive help with their cancer recovery (Newsom-Davis, Prieske, & 
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Walczak, 2009). Furthermore, supplementary psychosocial care is strongly advised for 
cancer patients by the CDC (2013). 
2.1.2.1 Traditional Cancer Treatment 
According to the NCI (NIH, 2013), five clinically accepted cancer treatments or 
combinations of treatments are routinely utilized by oncologists: 1) chemotherapy; 2) 
radiation therapy and external beam radiation therapy; 3) targeted therapies (the use of 
drugs to block the transformation of cancer by interfering with specific molecules 
involved in carcinogenesis and tumor growth); 4) transplantation; and 5) other treatment 
methods including angiogenesis inhibitors (a technique that eliminates the blood supply 
to tumors), biological therapies (a process involving the immune system function), 
cryosurgery in cancer treatment (using extreme cold to treat tumors), hyperthermia in 
cancer treatment (a technique to treat tumors using heat), lasers in cancer treatment (using 
a high-intensity light), and photodynamic therapy for cancer. 
 These treatments generate very specific physical and emotional side effects that 
need to be managed by oncology doctors, nurses, and patients. The ACS (2013) reports 
that common treatment side effects include fatigue and pain and that patients report 
nausea and vomiting as the most emotionally distressing side effects. 
 For many biomedical treatments, the patient’s pre-cancerous condition (both 
physical and emotional) and the specific type of cancer regimen, including the treatment 
dose, can predict the type of side effects a woman may experience. For instance, while 
actively receiving chemotherapy, a woman may encounter emotionally distressing 
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changes in her body caused by damaged ovaries and changes in hormone levels, such as 
premature menopause. Equally distressing for a young female patient is to be told she 
should not get pregnant before or during chemotherapy treatments (Domar et al. 2000).  
 Conventionally, medical attention in oncology has been on the profound physical 
effects of cancer and cancer treatments; the emotional, mental, and spiritual components 
have not been as much of a concern for oncologists and nursing professionals (Collie et 
al., 2006; Elkit & Blum, 2010). When emotional issues such as depression, anxiety, and 
distress have been observed by oncology staff, the available psychosocial treatment 
options have either had limitations or the course for therapeutic action was delayed 
(Bottomley, 1997; Collie et al., 2006; Elklit & Blum, 2010; Razavi & Stiefel, 1994).  
 To help resolve these biopsychosocial issues, the United States Congress opened 
the Office of Behavioral and Social Sciences Research in 1994 in an attempt to encourage 
a multidisciplinary commitment between biomedical scientists and behavioral and social 
scientists (Anderson, 1998). Five years later, however, patients continued to report that 
oncology care seemed fragmented (Davy, 1999). One theory was that the biomedical 
approach in the Western world remained confined within biology, while psychological 
concerns for patients have appeared to be a secondary and separate consideration. This 
disconnect created a lack of cohesiveness within the multidisciplinary team approach in 
medicine. Generally, individual disciplines seemed one-dimensional, with medical 
professionals offering a single, specialized expertise in a specific oncological area and 
bypassing issues that may concern specialties outside their own domains. In essence, 
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medical and psychological domains have operated on parallel planes and have only 
sporadically converged (Davy, 1999). However, the complexity of individuals’ 
psychosocial characteristics has caused biomedical experts to expand the treatment 
approach (Matsuoka, Okada, Sakamoto, & Tsubota, 2005).  
2.1.2.2 The Next Biopsychosocial Shift 
While oncology treatment predominantly targets biomedical issues in patients, 
there has been a recent shift toward a biopsychosocial approach in cancer care (Singh, 
2011). Verhoef, Weeks, Brazier, & Leis, 2007) discussed that an important change in 
care has included the incorporation of both physical and mental healing to produce a 
whole-care system for cancer patients. Similarly, many researchers are focusing more on 
an integration of body and mind, as evidenced by an increase in published studies on 
mindfulness interventions that address biopsychosocial issues (Elkins, Fisher, & Johnson, 
2010; Liu et al., 2008; Monti et al., 2006; Weitz et al., 2012). 
 The biopsychosocial approach is the holistic consideration of an individual (King 
et al., 2010; Loscalzo, Clark, & Holland, 2011; Lowery et al., 2012; Ownsworth, 
Hawkes, Steginga, Walker, & Shum, 2009; Skrzypulec et al., 2009; Suls & Rothman, 
2004). The evolution of a biopsychosocial approach began in 1994 with the assimilation 
of biological, psychological, and social processes. At the time, granting institutions were 
offering incentives geared toward young researchers with innovative interventions that 
used this biopsychosocial framework. Additionally, healthcare professionals were 
recommended to receive continued education to be better informed about other 
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disciplines and to become connected with the necessary biopsychosocial efforts. The 
underlying message was that in order for the biopsychosocial approach to be successful, 
there needed to be a transdisciplinary team effort (Suls & Rothman, 2004).  
 Today, the National Comprehensive Cancer Network (NCCN) (2013) has 
developed concise guidelines for healthcare professionals to follow when managing 
patient distress, which implicates a biopsychosocial approach to cancer care. The NCCN 
guidelines define biopsychosocial care as the attention to a patient’s personal “adjustment 
to illness, family conflicts and social isolation, difficulties in decision-making, quality-of-
life issues, advance directives, domestic abuse and neglect, coping or communication 
skills, functional changes (e.g., body image, sexuality), and issues pertaining to end of 
life and bereavement (including cultural and caregiver concerns)” (NCCN Distress 
Management Guidelines, 2013, p. 42). These guidelines and many more are soon to be 
enforced by government agencies. 
 According to the National Institutes of Health (NIH) (2013), the Joint 
Commission on Accreditation of Healthcare Organizations (JCAHO), which accredits all 
health institutions nationwide, is working in conjunction with the American College of 
Surgeons Commission on Cancer (CoC) to mandate a psychosocial approach to cancer 
care in the screening and addressing of oncology care and with the documentation of 
health outcomes. A psychosocial approach has therefore become a requirement for 
quality patient care. Essentially, by the year 2015, all oncology hospitals and oncology 
clinic programs will need to do the following: 1) Assess all newly diagnosed cancer 
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patients for symptoms of emotional distress; and 2) by the time of discharge from 
treatment, have a biopsychosocial care plan readily accessible for all patients who have 
been identified as experiencing abnormal levels of emotional distress.  
2.2 Psychosocial Impact of Cancer 
2.2.1 Emotional Distress 
 The literature indicates that emotional distress is the most significant unmet 
psychosocial need of cancer patients (Bultz & Carlson, 2006; Costanzo et al., 2007; 
Grassi et al., 2010; Jacobsen et al., 2005; Lowery et al., 2012; Mertz et al., 2012; Muriel 
et al., 2009; Steinberg et al., 2009). In studies, the term “emotional distress” is not used 
uniformly, nor are the constructs that define emotional distress used consistently. Instead, 
authors tend to define emotional distress by various levels of severity that range across a 
wide spectrum. At one end of the spectrum is the “normal” distress response to cancer. At 
the other end is severe distress, which may develop into a stress-related psychiatric 
disorder if left untreated (e.g., post-traumatic stress disorder [PTSD], adjustment 
disorder, or an acute stress disorder not otherwise specified). Adding to the confusion is 
the fact that authors interchangeably use many different terms to refer to emotional 
distress, including psychological distress, cancer distress, and post-traumatic stress 
symptoms (PTSS). Another synonym for emotional distress is “psychosocial distress,” 
which was coined in 2009 by the NCCN, but this term was never adopted in the 
literature. Nonetheless, this labeling precipitated a nationwide awareness of the issue, 
particularly when the NCCN declared psychosocial distress a critical issue to be 
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addressed in all oncology facilities by the year 2015. Simultaneously, NCCN issued care 
guidelines with recommendations for distress management. Action from this authoritative 
source heightened the appreciation for unmet patient needs, which contributes to the 
improvement of oncology care quality; yet patients continue to report high rates for 
unmet psychosocial needs (Loscalzo et al., 2011). However, to provide clarification to the 
term “emotional distress,” the primary outcome variable in this study, the definition 
below is utilized. 
2.2.1.1. Operational Definition of Emotional Distress 
The emotional distress experienced by cancer patients is defined by the NCCN 
Guidelines on Distress Management as:  
a multifactorial unpleasant emotional experience of a psychological 
(cognitive, behavioral, emotional), social, and/or spiritual nature that may 
interfere with the ability to cope effectively with cancer, its physical 
symptoms and its treatment. Distress extends along a continuum, ranging 
from common normal feelings of vulnerability, sadness, and fears to 
problems that can become disabling, such as depression, anxiety, panic, 
social isolation, and existential and spiritual crisis. (NCCN, 2013, para. 4) 
 Most researchers agree that emotional distress in cancer patients is the outcome of 
a significant psychological disruption stemming from various physical and emotional 
circumstances after being diagnosed with a life-threatening illness (Mehnert & Koch, 
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2007; Tarakeshwar et al., 2006). Studies outside the United States have pointed to 
emotional distress as a vital issue to address. For instance, Canadian researchers have 
labeled emotional distress the “sixth vital sign” to monitor for cancer patients, which 
denotes that emotional distress is a vital outcome that can determine a patient’s overall 
functionality and well-being, and that emotional distress is equally important as human 
body temperature, respiration, heart rate, blood pressure, and pain (Bultz & Carlson, 
2005, 2006).  
2.2.1.2. Prevalence of Emotional Distress 
Prevalence rates for emotional distress in cancer patients vary from 15% to 43% 
(Lelorain, Bonnaud-Antignac, & Florin, 2010; Mehnert & Koch, 2007; Okamura, 
Yamawaki, Akechi, Taniguchi, & Uchitomi, 2005; Steinberg et al., 2009; Zabora et al., 
2001; Zainal, Hui, Hang, & Bustam, 2007). Studies indicate that the process for 
determining accurate rates and diagnoses for emotional distress in cancer are still 
evolving and have caused heated controversy amongst healthcare professionals for the 
past decade (Grassi et al., 2010; Jacobsen, 2012; Schofield, Carey, Bonevski, & Sanson-
Fisher, 2006; Zabora et al., 2001; Zainal et al., 2007). A debate has been ongoing about 
the unstandardized diagnostic processes that contribute to quality issues such as the noted 
varying range for prevalence rates. This variability is problematic because without clear 
criteria for emotional distress, subsequent interventions may be developed that are 
inappropriate and ineffective (Grassi et al., 2010; Jacobsen et al., 2005). 
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 However, researchers have agreed on several moderating factors for emotional 
distress in cancer, such as age, gender, and cancer site (Henselmans et al., 2010). For 
example, a sizeable study that examined 4,496 cancer patients suggests that the rate for 
emotional distress ranges from 30% for gynecological cancers to 43% for lung cancer, 
while the average prevalence rate is 35% for all cancer sites (Zabora et al., 2001). 
Additionally, numerous researchers have associated higher prevalence rates with high-
risk groups. High-risk groups include patients with disconcerting physical complications; 
a history of pre-existing emotional issues; and patients with insufficient emotional 
supports, particularly the lack of family supports (O’Connor et al., 2011; Salsman et al., 
2009; Shelby et al., 2008).  
 O’Connor and colleagues (2011) conducted a nationwide study to determine the 
prevalence and potential risk factors for emotional distress tracked 2,931 women from 
oncology units 3 and 15 months post surgery; 24% of these women showed an overall 
prevalence of severe distress during the first year after surgery. Of the women exhibiting 
severe distress three months after their surgeries, 48% continued to have scores above the 
cutoff score for severe distress at 15 months. Results at follow-up showed that the 
primary predictors for severe emotional distress included reduced physical functioning 
and low social status, previous physical and mental illness, and axillary lymph node 
involvement at 3-month follow-up. The findings confirmed that receiving a diagnosis of 
breast cancer could cause significant emotional distress, especially three months after the 
 
 
 
 
26
diagnosis, and that certain predictors may need to be considered to determine which 
patients are at high risk for severe emotional distress. 
 In the mid-1990s, an attempt to standardize the criteria and diagnostic process for 
cancer-related emotional distress was partially accomplished by the American Psychiatric 
Association (APA, 2000) in the revised Diagnostic and Statistical Manual of Mental 
Disorders, 4th Edition (DSM-IV). A qualifier such as a “life-threatening illness” was 
added to criteria for PTSD. Today, the DSM-IV specifies that if emotional distress 
symptomology caused by a life-threatening illness exceeds 30 consecutive days, the 
patient may meet criteria for PTSD. Consequently, cancer patients are being assessed 
within this framework, which has triggered a surge in estimated prevalence rates for 
emotional distress (Mehnert & Koch, 2007; Palmer, Kagee, Coyne, & DeMichele, 2004; 
Pitman et al., 2001; Shelby, Golden-Kreutz, & Andersen, 2005). 
 Studies on prevalence rates for emotional distress consider non-clinical 
psychological issues impacted by cancer in addition to the serious psychiatric conditions 
such as clinical depression and anxiety (Lowery et al., 2012; Skrzypulec et al., 2009; 
Wein, Sulkes, & Stemmer, 2010). Equally important, emotional distress is not a specific 
category in the DSM-IV, but it is a qualifier for the clinical significance criteria. The 
advantage of using the DSM-IV diagnostic criteria is that it affords clinicians a process to 
assess psychosocial issues that might otherwise be unnoticed. Additionally, these criteria 
are useful because they help clinicians differentiate non-clinical symptoms from clinical 
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mental disorders, which also help to guide clinicians with prescribing an appropriate 
course for therapeutic intervention. 
 Some studies indicate that not all women in active oncology treatment become 
traumatized by cancer or experience significant emotional distress. Mehnert & Koch 
(2007) found prevalence rates as low as 2% in cancer-related PTSD with post-surgery 
patients. Similarly, Henselmans et al. (2010) observed no emotional distress beyond the 
normal levels for dealing with cancer in 69% of women. Nonetheless, a substantial body 
of literature indicates that up to 43% of women diagnosed with cancer will experience 
abnormally high emotional distress as a result of not adapting well to their cancer 
diagnoses and rigorous oncology treatments (Bar-Sela, Atid, Danos, Gabay et al., 2007; 
Egberg Thyme et al., 2009; Elklit & Blum, 2010; Henselmans et al. 2010; McWilliam, 
Brown, & Stewart, 2000; Nainis, 2008; O’Connor, Christensen, Jensen, Moller, & 
Zachariae, 2011; Puig, Lee, Goodwin, & Sherrard, 2006; Siedentopf et al., 2010; Zabora 
et al., 2001). Finally, researchers concur that post-surgery patients with comorbid mental 
disorders, especially a preexisting PTSD condition, experience the highest prevalence 
rates for severe distress (Mehnert & Koch, 2007; O’Connor et al., 2011). 
2.2.1.3 Psychosocial Subdomains of Emotional Distress 
Lai, Garcia, Salsman, Rosenbloom, & Cella (2012) suggest that the oncology care 
team should address patients’ emotional distress needs according to four psychosocial 
subdomains:  
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• Stress-related psychological needs, including the management and processing of 
loss. Loss is correlated with depression and anxiety and includes behaviors such 
as avoidance (of the stress-related stimuli) and rumination over intrusive and 
anxiety-provoking thoughts of death and uncertainty. 
• Self-perception, which affects body image and sexuality. 
• Social needs that involve isolation and feelings of loneliness that precipitate a 
special need for family support and empathy. 
• Spiritual needs and the vital importance for meaning-making and the development 
of a sense of purpose (Lai, Garcia, Salsman, Rosenbloom, & Cella, 2012).  
For the remainder of this literature review section, these conceptualized 
subdomains are discussed in the context of the cancer patient’s positive or negative 
valence (the degree of gravitation or aversion that an individual feels), which is theorized 
to be a strong predictor of the final outcome in research studying emotional distress. 
Specific studies are cited for each of the general domains and subdomains. 
2.2.2 Psychological Needs Related to Emotional Distress 
 Cancer not only assaults a woman’s physical being but can also threaten her entire 
sense of self as a “multifaceted psychosocial entity,” particularly her psychological self 
(Cohen & Numa, 2011; Rosedale, 2007). Due to the complexity of the self, the NCCN 
advises that psychological needs be addressed at an early cancer stage and treated 
continuously throughout the entire oncology trajectory (Dabrowski et al., 2007; Mertz et 
al., 2012). Stress-related psychological needs to include the management and processing 
 
 
 
 
29
of loss. The sense of loss experienced by women with cancer is strongly associated with 
depression and anxiety. These psychological symptoms may include behaviors such as 
avoidance or rumination over intrusive thoughts of death and uncertainty about their 
futures (Lai et al., 2012). 
2.2.2.1 Managing and Processing Loss 
Literature on the topic of psychological loss and cancer are sparse. Researchers 
report on predominant themes revolving around loss of control and precipitating feelings 
of uncertainty (Hopkinson, Wright, & Corner, 2006; Sand, Strang, & Milberg, 2008; 
Turner, Kelly, Swanson, Allison, & Wetzig, 2005). For example, a study investigating 
control issues such as grief and injustice for 60 women diagnosed with metastatic breast 
cancer within six months after diagnosis found that a significant group of these patients 
(32.8%) stated that the most difficult psychological challenge for them was living with 
the uncertainty of a possible future cancer reoccurrence (Turner et al., 2005). Similarly, 
almost a third of female cancer patients (31.3%) feel emotional distress due to a loss of 
independence. Researchers associate the degree of emotional distress over loss of 
independence to age, and report that younger women feel higher degrees of distress 
because cancer affects substantial life stages such as career opportunities and fertility 
(Duffy & Allen, 2009; Turner et al., 2005).  
 Readjustment to expected life events in the context of unexpected cancer is 
imperative for cancer patients learning to cope with loss. It is a continual process during 
the course of the cancer process, extending into survivorship (Milstein, 2005). 
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Furthermore, poor adjustment to loss can predict negative behaviors such as intrusion, 
avoidance, and rumination over anxiety-provoking thoughts of death and uncertainty 
(Elklit & Blum, 2010). Therefore, it is essential for oncology care staff to help their 
patients address psychological loss early in the cancer process to prevent the possibility 
of suppressing emotions that could manifest into a debilitating depression or anxiety 
condition (Franks & Roesch, 2006). 
2.2.2.2 Depression and Anxiety 
In the past, depression and anxiety were the most frequently measured outcomes 
in studies of the psychosocial impact of cancer (Park, Edmondson, Fenster, & Blank, 
2008). However, the trend in research has been moving away from investigations of 
depression and anxiety because of a shift in terminology and concept. Research is now 
focusing on emotional distress, because the term “distress” is more easily understood by 
patients than the terms “depression” and “anxiety,” and is also less stigmatizing (Mertz et 
al., 2012). 
 An all-encompassing representation of the immense volume of literature on 
depression and anxiety was beyond the scope of this review. Instead, a few studies are 
emphasized here because they outline the need for psychosocial oncology care and may 
offer direction for interventions that address emotional distress.  
 Researchers in the United Kingdom examined depression and anxiety in 170 
women ages 60 years and younger with early stage breast cancer, and observed that a 
significant portion of them (36%) experienced depression and anxiety during the three 
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months after initial diagnosis. An even larger subgroup of women (45%) had an episode 
of depression and anxiety in the three months after diagnosis of recurrence. The 
researchers suggested that psychological interventions should aim to treat depression and 
anxiety by improving social support in the context of cancer, specifically during the early 
stages of treatment (Burgess et al., 2005).  
 Substantial literature is also devoted to predicting the trajectory for depression 
and anxiety in women with cancer. Women (34%) generally have a greater chance of 
developing a major depressive episode (MDE) compared to men with cancer (21%) 
(Maselko et al., 2009). Furthermore, most researchers concur that a previous history of 
mental illness places women at great risk for depressive symptomatology, starting at the 
time of diagnosis (Costanzo et al., 2007).  
 Rumination is a depressive and anxious behavior frequently discussed in the 
literature. Universally, authors view rumination in the context of cancer as a repetitive 
cognitive and emotional process that involves dwelling on the anxiety-provoking cancer 
diagnosis (Chan et al., 2011; Morris & Shakespeare-Finch, 2011; Nolen-Hoeksema, 
Wisco, & Lyubomirsky, 2008; Pérez et al., 2011). This repetitive process can include 
positive and negative self-appraisals, feelings of uncertainty, and thoughts about the 
perpetual threat of cancer relapse or death (Franks & Roesch, 2006). However, 
discrepancies have been reported between the positive and negative purposes that 
rumination serves for patients. Most literature supports the theory that negative 
rumination can actually exacerbate depression and anxiety by increasing negative 
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thoughts, impairing judgment and behaviors, and gradually destroying a social support 
system (Nolen-Hoeksema et al., 2008). “Cancer ruminators” are known to delay 
oncology treatment for up to two months as a result of negativity, compared to patients 
who do not ruminate (Lyubomirsky et al., 2006; Nolen-Hoeksema et al., 2008). Similarly, 
researchers have discovered that women who ruminate frequently are less adherent to 
their biomedical cancer treatments (Aymanns, Filipp, & Klauer, 1995 as cited in Nolen-
Hoeksema et al., 2008). 
 Conversely, some researchers understand rumination as being a purposeful 
behavior. For example, a women’s rumination about her cancer may be her innate 
attempt to find a coherent meaning for her personal situation in the world (Park et al., 
2008). The behavior is positive and productive if renewed meaning is realized. Other 
researchers state that there are significant benefits to reflective rumination on personal 
strengths, and that positive reflection is closely correlated with post-traumatic growth. 
The repetitive process can help to reframe the cancer diagnosis, providing a new meaning 
for the aversive situation (Morris & Shakespeare-Finch, 2011).  
 Both positive, purposeful rumination and negative, intrusive rumination are 
significantly associated with cancer patients (Morris & Shakespeare-Finch, 2011). A 
study by Chan and colleagues (2011) found that cancer patients tend to exhibit both types 
of rumination styles: 1) positive, productive, and healthy; and 2) detrimental, leading to 
post-traumatic stress symptomatology. A meta-analysis of 25 studies, the majority on 
breast cancer, confirmed that the outcome for rumination depends ultimately on the 
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individual’s actual self-perception and whether or not the perception is generally positive 
or negative in nature (Franks & Roesch, 2006).  
2.2.3 Self-Perception Related to Emotional Distress 
 A large volume of literature examines the self-perception of cancer patients and 
the strong associations between mental strength and emotional distress. Specifically, 
researchers have observed that a patient’s optimistic self-perception can extend to a 
healthier adjustment to the cancer experience, one that can help women recover better 
from surgery. The emotional and physical benefits to an optimistic self-perception can 
remain for up to five months after surgery (Boehmer, Luszczynska, & Schwarzer, 2007). 
However, the opposite self-perception for women with cancer can be quite detrimental. 
For instance, research suggests that many women (34%) blame themselves for getting 
cancer. These women perceive their prior stressful lifestyles and subsequent reactions to 
adversity as the probable cause that lead to their advanced breast cancer diagnoses 
(Turner et al., 2005).  
 Recently, an additional theme has appeared in cancer literature: the perceived 
experience of demoralization by cancer patients, which can significantly contribute to 
emotional distress (Wein et al., 2010). Likewise, researchers have reported that a 
substantial percentage of women with cancer worldwide perceive their diagnoses as a 
burden to friends and family, and this negative self-perception can profoundly impact a 
woman’s sense of well-being (Oeki, Mogami, & Hagino, 2012). Moreover, a large 
percentage of women newly diagnosed with cancer (41%) perceive themselves as being 
unloved and unwanted due to their cancer diagnoses. Finally, a strong negative 
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correlation has been found between self-perception and female sexuality, because of an 
altered body image (Turner et al., 2005). 
2.2.3.1 Body Image 
Body image is defined as a self-perceived depiction of one’s own body and 
personal view about one’s sexual self and physical being, appearance, health status, and 
natural performance (Fobair et al., 2006). Additionally, an important aspect to consider 
with body image is the intense influence that cultural and social norms have on self-
perception. Therefore, it is imperative for oncology professionals to be culturally 
sensitive to social norms as they pertain to a woman’s body image. However, empirical 
details concerning the influence of cultural factors on body image are limited.  
 Some authors have studied the personal meaning of body image and the impact of 
self-perception on self-identity in cancer patients. For instance, Sabo and Thibeaulth 
(2011) conducted a feasibility art therapy study using phenomenological inquiry to 
understand the effects of reconstructing a clay model of the human body on cancer 
patients’ self-perceptions. The findings suggested that patients’ post-surgical self-
perceptions benefited from reframing the concept of their altered body images in the 
context of their diseases. This reframing process included the acceptance that “the 
intrusion of a life altering illness such as cancer irrevocably changes self-identity” that 
was strongly connected to body image (Sabo & Thibeault, 2011, p. 6).  
 Age is also related to body image. Research findings have supported a positive 
correlation between age and emotional distress with body image issues. This is 
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particularly true for women under the age of 50 years (Fobair et al., 2006). Even so, a 
contradictory study by Brandberg et al. (2008) found no direct relationship between body 
image and emotional distress in women (N = 98) after undergoing a bilateral prophylactic 
mastectomy compared to preoperative scores. Furthermore, this same study reported that 
61% of participants experienced a positive change in life after their breast surgeries. 
 Nevertheless, the redevelopment of a healthy body image during oncology 
treatment is critical for women. For example, evidence reinforced the fact that self-
perception (negative or positive) was an indicator of overall mental health. Specifically, 
Sabo and Thibeault (2011) report that emotional distress is significantly lower in women 
who relate better to their own bodies, resulting in better coping with the overall cancer 
experience. They found that this is especially true for breast cancer patients.  
 Literature reports that negative perception of self-image or feeling sexually 
unattractive immediately after chemotherapy and surgery are the strongest predictor of 
emotional problems (Burwell, Case, Kaelin, & Avis, 2006). Similarly, researchers concur 
that emotional distress is triggered by physical problems. These problems are centered 
around sexuality and body image issues such as the destructive physical effects of 
oncology treatment on hair loss, early menopausal symptoms, lymphedema, and 
diminished libido (Costanzo et al., 2007). One study found that women in committed 
relationships especially struggle with body image and have difficulty remaining sexually 
active, which was a source of emotional distress (Fobair et al., 2006).  
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2.2.3.2 Sexuality 
Overall health plays an essential role concerning a woman’s self-perception, 
which in turn affects her sexuality and whether she can remain sexually active during 
cancer treatment (Andersen et al., 2009). Analogous to other studies on body image, 
researchers acknowledge that the measurement of sexuality is challenging because it is 
subjective. Some researchers make the assumption that sexual functioning may be more 
difficult for younger female cancer patients to discuss, because these women may be 
reluctant to initiate this conversation with their oncologists, and they may subsequently 
internalize their unexpressed feelings. For some women, these unexpressed feelings could 
manifest into emotional distress (Burwell et al., 2006).  
2.2.4 Social Needs Related to Emotional Distress 
 There are justified beliefs in psycho-oncology studies that socialization is a 
crucial determinant for well-being (Lelorain et al., 2010). Unmet desires for social 
supports combined with elevated levels of emotional distress appear to be a devastating 
combination for cancer patients (Linden & Vodermaier, 2012). It is generally accepted 
that the more social supports a female cancer patient has, the higher the probability that 
patient will not develop psychological comorbidities such as emotional distress (Mehnert 
et al., 2008). However, only a few studies have examined the underlying mechanisms 
between social support and well-being (Fagundes, Farrar, Malarkey, Chen, & Kiecolt-
Glaser, 2012; Jacobsen, 2012; Linden & Vodermaier, 2012).  
 Some researchers discuss aspects of socialization and the void of isolation and 
loneliness as being a buffer to emotional distress, particularly when cancer patients 
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receive support and empathy from friends and family (Kornblith et al., 2001). Some 
researchers understand socialization as a form of adaptive coping and report that highly 
socialized patients demonstrate a prevalent association between psychological well-being 
and dispositional positive affectivity (Lelorain et al., 2010). 
2.2.4.1 Isolation and Loneliness 
There are two opposing theories on isolation and loneliness as they pertain to 
cancer patients. One theory is that isolation and loneliness may serve a fundamental 
purpose and result in a positive outcome. For example, Rosedale (2007) observed that 
isolation and loneliness were important, essential aspects of life, and that they motivate 
women to pursue new relationships and find true life meanings after being diagnosed 
with cancer.  
 Conversely, a second theory states that social needs involving notable isolation 
and self-reported feelings of loneliness are non-adaptive. Furthermore, for women with 
cancer, this maladaptive behavior remains a significant risk factor for developing 
emotional distress symptoms even after controlling for other variables. Loneliness and 
negative symptomatology in female patients middle-age and older can cause a harmful 
cascade effect that weakens overall quality of life (Masi, Chen, Hawkley, & Cacioppo, 
2010). Likewise, other researchers indicate that even patients with substantial, intact 
social supports can experience negative feelings of isolation and loneliness when they 
witness family and friends discussing medical issues in front of them as if they are not 
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present. This type of isolative feeling is called “existential loneliness,” which is known to 
contribute to feelings of hopelessness for cancer patients (Sand et al., 2008).  
2.2.4.2 Family Support 
Research has clearly indicated that access to support systems in general facilitates 
a better adaptation to life-threatening events such as a cancer diagnosis (Arora, Finney 
Rutten, Gustafson, Moser, & Hawkins, 2007; Gair, 2012; Glinder, Beckjord, Kaiser, & 
Compas, 2007). A growing body of empirical evidence suggests that women with cancer 
who receive social and emotional support from family in particular demonstrate a better 
adaptation to somatic issues. Furthermore, younger women newly diagnosed with 
advanced-stage cancer especially appear to benefit from family support (Ng et al., 2012). 
In a study by Arora and colleagues (2007), women with breast cancer (N = 246) reported 
that the emotional support from their families was equally important as the support from 
their oncologists for helping them cope and regulate their emotional distress. 
 Likewise, one study correlated strong family supports with a decrease of specific 
negativity and the prediction of enhanced well-being. This survey measuring the 
perceived social supports of 188 Turkish patients with cancer (48% female) correlated 
higher negative scores in female patients with decreased social support. Further findings 
confirmed that social support for women from family members was the strongest factor 
that influenced feelings of hopelessness and loneliness (Pehlivan, Ovayolu, Ovayolu, 
Sevinc, & Camci, 2012).  
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  In order for family support to be effective, it is important that positive 
expressions of empathy are provided by family members (Arora et al., 2007). Empathy is 
defined as the ability to comprehend thoroughly with all human senses and appreciate the 
lived experience of an individual. Any felt emotions and understandings are then 
projected back to the individual to complete the transformation of empathy (Gair, 2012). 
It is detrimental when patients perceive friends and family members as being incapable of 
comprehending the severity of their cancer diagnoses, treatment protocols, and/or 
prognoses. These negative beliefs are damaging because the patient consequently does 
not experience expressed empathy from loved ones when empathy is needed the most 
(Sand et al., 2008). However, sincere empathy from oncologists and healthcare workers 
can fill some of the emotional void (Morse, Edwardsen, & Gordon, 2008).  
 It is well known that the support received by cancer patients can serve as a 
protective shield against negative psychological consequences stemming from the 
oncology regimen (Kornblith et al., 2001; Linden & Vodermaier, 2012). One researcher 
hypothesized that family support is protective because it may be associated with strong 
family values, including spiritual beliefs. These values and beliefs may be reflective of 
attributes for dealing with adversity. In other words, the family support system serves as a 
healthy coping mechanism (Park, 2012).  
2.2.5 Spiritual Needs Related to Emotional Distress 
 A sudden diagnosis of cancer can precipitate an existential challenge to a 
woman’s worldview and spiritual beliefs. The area of religion/spirituality in cancer 
research has gained attention during the past decade and is rapidly expanding, because 
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spirituality helps cancer patients meet their urgent need to find additional coping 
resources (Ben-Arye, Bar-Sela, Frenkel, Kuten, & Hermoni, 2006; Park, 2012; 
Vallurupalli et al., 2012).  
 However, empirical research on the spiritual needs of cancer patients has 
produced inconsistent findings. Mixed results may be due in part to the subjective 
complexity of religiosity and spirituality. Adding to the confusion is a lack of knowledge 
about the possible therapeutic mechanisms, such as meaning-making, that may link 
religion/spirituality to well-being (Pérez et al., 2011). It is important to first consider the 
distinction between religiosity and spirituality. 
 Generally, authors define spirituality as a meaningful sense of purpose in life and 
faith, with a comfortable feeling with existential issues. Religion is understood to be one 
domain of spirituality, and belief is usually acknowledged as the central element of 
religiousness (Park, 2012). The NCI (NIH, 2013) states: 
Spirituality and religion are often used in place of each other, but for many 
people they have different meanings. Religion may be defined as a 
specific set of beliefs and practices, usually within an organized group. 
Spirituality may be defined as an individual’s sense of peace, purpose, and 
connection to others, and beliefs about the meaning of life. Spirituality 
may be found and expressed through an organized religion or in other 
ways. Patients may think of themselves as spiritual or religious or both. 
(NCI, 2013, para. 4) 
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 There are indications that scientific attention is being made to study the positive 
effects of spirituality on cancer patients. Increasing amounts of research are being 
dedicated to the development of purposeful interventions for women with cancer that 
focus on the spiritual aspects of complementary and alternative medicine (National 
Center for CAM, 2013). 
 Researchers are finding that spiritual well-being is a critical new category for 
supportive oncology care. An example is the clinical trial that was conducted by 
Vallurupalli and colleagues (2012) to better understand the recently identified unmet 
spirituality needs of cancer patients. The researchers stated that the most important 
spirituality issues for this population included meaningful constructs such as feeling 
connected with others, feeling a sense of purpose and peace with life, and an overall 
belief system that was more existential. Any approach to optimizing psychosocial well-
being of cancer patients (and their caregivers/families) from a holistic perspective must 
include attention to spiritual well-being (López, McCaffrey, Quinn Griffin, & Fitzpatrick, 
2009). Spirituality is particularly important, given the existential nature of many 
questions raised by a cancer diagnosis and its meaning to an individual and his or her 
caregivers/families (Miller, 2008). Lastly, researchers have learned that cancer patients 
chose to use CAM therapies because they are holistic treatments and address quality-of-
life issues (Ben-Arye et al., 2006). 
 A popular theme in psycho-oncology today is that women who report having a 
strong sense of spirituality or religiosity, and/or who tend to place their confidence about 
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being helped by a higher power, have a greater chance for emotional improvement. A 
study by Park (2012) explored religion/spirituality with 172 young-adult to middle-age 
cancer survivors (69% women). The research aimed to determine whether purposeful 
meaning-making mediated the effect and efforts of psychological adjustments to cancer. 
The results suggested that patients who believed that they were loved and protected from 
harm by God demonstrated a stronger association to enhanced well-being. Researchers in 
the United Kingdom found similar results: Patients who reported the highest levels of 
existential/spiritual well-being were significantly less likely to experience cancer-related 
emotional distress (McCoubrie & Davies, 2006).  
 Conversely, Maselko and colleagues (2009) found a direct correlation between 
higher levels of religious well-being and the presence of a psychiatric illness (Maselko et 
al., 2009). The same researchers discussed an assumption that some women who 
developed a closer relationship with God after being diagnosed with cancer did so 
because they may be overcompensating for issues with past apprehensive relationships 
and in search of a more meaningful attachment (Maselko et al., 2009). 
2.2.5.1 Meaning-Making 
Spiritual needs, meaning-making, and developing a sense of purpose are 
inseparable issues for cancer patients. Lai et al. (2012) stated that these needs are 
understood to be the key subdomains of spirituality that have the most significant positive 
effect on psychological adjustment for women with cancer.  
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 Canadian researchers examined the efficacy of an innovative intervention called 
meaning-making intervention for psychological adjustment, mainly in women with breast 
cancer (N = 74). The results indicated that women who used meaning-making as a coping 
strategy reported statistically significant improvements in the area of psychological 
adjustment to cancer. Improvements were primarily associated with self-esteem, 
optimism, and self-agency (Lee et al., 2006). It may well be that emotional distress 
activates and continues the meaning-making process as a result of a cancer diagnosis 
(Park, 2012). Similarly, researchers from Greece found that meaning-making reframed 
intrusive thoughts and lightened the negative impact of cancer by decreasing emotional 
distress and enhancing well-being (Anagnostopoulos, Slater, & Fitzsimmons, 2010).  
 However, timing during a woman’s cancer diagnosis and treatment may be 
critical. Researchers suggest that the development of a personal meaning in a patients’ 
earlier cancer stages helped to improve their future cancer survivorships (Schroevers, 
Helgeson, Sanderman, & Ranchor, 2010). Boehmer and colleagues (2007) found that 
positive coping strategies used immediately after surgery helped women minimize their 
life-threatening challenges and decrease their overall emotional distress. The coping 
strategies included meaning-focused reframing and acceptance of their cancers. Other 
researchers reported that purposeful meaning-making during the earlier stages of cancer 
in women may significantly influence later opportunities for post-traumatic growth, a 
sense of purpose, and the restoration of existential beliefs (Park et al., 2008). 
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2.2.5.2 Sense of Purpose 
Spiritual needs and the importance of developing a sense of purpose may lead to 
self-actualization following a cancer diagnosis (Sabo & Thibeault, 2011). However, 
research in this area with cancer patients is limited. One study stated that cultivating a 
strong sense of purpose during the cancer process may help women adapt better 
psychologically to accepting cancer. The researchers believed that the challenge for 
oncology care professionals was to find evidence-based interventions that may encourage 
women with cancer to develop a sense of purpose (Anagnostopoulos et al., 2010).  
2.3 Prevention of Mental Health Issues 
2.3.1 Well-Being 
 Psychological well-being is a primary aspect of life quality (Galway et al., 2012). 
The CDC (2013) defines well-being as a construct that includes “the presence of positive 
emotions and moods (e.g., contentment, happiness), the absence of negative emotions 
(e.g., depression, anxiety), satisfaction with life, fulfillment and positive functioning. In 
simple terms, well-being can be described as judging life positively and feeling good” 
(CDC, 2013). As longevity continues to improve for cancer patients, the prevention of 
mental health issues and the quality of well-being are becoming an urgent concern for 
healthcare providers to address (Corner, 2008; McLaren & Bates, 2012; Newell, Sanson-
Fisher, & Savolainen, 2002; Verhoef et al., 2007). Numerous researchers have correlated 
well-being with levels of emotional distress for women diagnosed with cancer (Bultz & 
Carlson, 2006; Lin, Chen, Yang, & Zhou, 2013; Mertz et al., 2012). Studies suggest that 
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the lack of well-being is a covariant to emotional distress that may influence a women’s 
psychological, physical, sexual, social, and spiritual self. Therefore, well-being is an 
essential outcome that should be systematically examined with oncology patients at high 
risk for emotional distress. Clinicians strive to enhance the quality of cancer patients’ 
well-being by developing innovative, evidence-based psychosocial interventions (Geue et 
al., 2010; Monti et al. 2006; Visser & Hoog, 2008; Wood et al., 2011). 
2.3.1.1 Need for Early Intervention 
Early intervention is a significant topic in healthcare today because the effects of 
prolonged emotional distress on the human body and mind can be problematic. Some 
areas in the study of psychoneuroimmunology are devoted to comprehending the 
influence of emotional distress on the human limbic system (Melzack, 2005). According 
to Kendall-Tackett (2009), specific interventions could help to down-regulate the stress 
response, and that the progression of depression and immune issues would potentially 
cease. Since psychological symptoms at six weeks after cancer diagnoses seem to predict 
a high risk of delayed onset of clinical levels of emotional distress, researchers emphasize 
that early detection and treatment of symptoms are important (Elklit & Blum, 2010). 
 The urgency to improve the well-being of cancer patients is consistent worldwide. 
Recently, the Australian government’s Department of Health developed a Psycho-
Oncology Model of Care and stated: “Attention to psychosocial well-being should remain 
a priority across the cancer journey from screening through diagnosis and treatment, 
recurrence or transition to palliative care and cancer survivorship” (Miller, 2008, p. 13).  
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 Growing evidence shows that the lack of early intervention and not meeting the 
psychosocial needs of cancer patients may have long-term effects on survivorship (Aziz, 
2002; Corner, 2008; Grover et al., 2012). Long-term effects may include psychosocial 
issues such as the lack of emotional adjustment to living with a chronic disease, altered 
self-identity, a depleted support system, and delayed or worsening emotional distress 
(Allen, Savadatti, & Levy, 2009; Garofalo, Choppala, Hamann, & Gjerde, 2009; Mao et 
al., 2008; Salani & Andersen, 2012; Surbone & Peccatori, 2006; Thong, Mols, Coebergh, 
Roukema, & van de Poll-Franse, 2009). 
 Allen et al. (2009) studied the transition period from breast cancer patient to 
breast cancer survivor (N = 216) to understand long-term effects in survivorship. The 
results suggested two predominant themes, namely issues pertaining to unresolved loss 
and emotional distress over future health concerns. More specifically, the research team 
stated that a significant percentage of women ruminated over emotionally distressing 
thoughts about cancer recurrence. In addition, the results suggested that women struggled 
as they attempted to resume family, work, and social responsibilities during the transition 
from cancer patient to cancer survivor. It was suggested that future psychosocial 
interventions be developed that help women undergoing treatment build stronger supports 
for the latter cancer stages, such as transition and survivorship (Allen et al., 2009). 
 With a full appreciation for the increased prevalence in cancer survivorship, a 
study by Aziz (2002) stressed the need for a preventive care system to minimize cancer-
related side effects. The author warned that the psychosocial effects of cancer treatment 
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could potentially affect latent long-term morbidity or even influence premature mortality 
if emotional issues were not properly treated early on. Aziz discussed that a psychosocial 
approach was the new cancer treatment paradigm “that looks beyond treatment, 
representing a shift away from a medical deficit-dysfunction model and from a study of 
late effects in isolation toward a multidisciplinary focus” (p. 3,501). As a result, Aziz 
emphasized the need for more evidence-based interventions to address issues from a 
psychosocial approach starting at the time of cancer diagnosis. 
2.3.2 Psychosocial Treatment Approaches 
2.3.2.1 Complementary and Alternative Medicine (CAM) Interventions 
With the interdisciplinary and collaborative efforts between biomedical and 
psychosocial approaches to cancer care, there has been a surge in interest for CAM 
interventions. CAM is defined by the NCI (NIH, 2013) as “products and practices that are 
not part of standard medical care. ‘Complementary medicine’ refers to treatments that are 
used with standard treatment. ‘Alternative medicine’ refers to treatments that are used 
instead of standard treatment” (NCI, 2013). According to the National Center for 
Complementary and Alternative Medicine (NCCAM) (2013), 38% of adult cancer 
patients were integrating CAM treatment into their oncology care, as indicated by the 
2007 National Health Interview Survey (NHIS). This percentage was even higher with 
cancer survivors.  
 The use of CAM is rapidly growing among oncology patients, particularly among 
women (Mao et al., 2008; Owens, Jackson, & Berndt, 2009). This may be due to a high 
level of patient satisfaction with CAM interventions, which is reported amongst the 
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overall cancer population. A European study surveyed 72 women with gynecologic 
cancer to understand the use and popularity of CAM. The findings indicated that a 
significant percentage of these women (40%) utilized CAM at the onset of their cancer 
diagnoses. The most frequent reasons why women used CAM were for the emotional 
strength to fight cancer and to enhance their well-being (Molassiotis et al., 2006). 
 NCCAM discussed that the safety and actual efficacy for the use of CAM with 
this population was unknown to date (NCCAM, 2013). The majority of the patients using 
CAM were fully aware that CAM was not intended to cure cancer, but that it assists with 
the management of side effects and enhances the autoimmune system. Nevertheless, in 
2009 the Society for Integrative Oncology (SIO) developed clinical guidelines for CAM 
experts to follow for the purpose of proving high-quality care, as well as data involving 
innovative, safe, and effective CAM approaches for cancer patients. 
 Art therapy is considered a CAM approach and is categorized under mind-body 
interventions in the major categories of CAM therapies (NCI, 2006). Interventions in the 
mind-body category are defined as a “mind-body medicine that use a variety of 
techniques designed to enhance the mind’s capacity to affect bodily function and 
symptoms” [Web log post. Retrieved June 18, 2013, para. 3.] Other CAM interventions 
include meditation/yoga, hypnosis, biofeedback, mental healing, imagery, relaxation 
therapy, support groups, stress management, music therapy, cognitive-behavioral therapy, 
dance/movement therapy, and aromatherapy. 
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 In 1998, the Office of Cancer Complementary and Alternative Medicine 
(OCCAM) was founded to help organize efforts for research and development with the 
NCI using CAM. In 2006, OCCAM issued a statement that specified CAM research 
goals: 
Complementary and Alternative Medicine vows to respond to 
Congressional inquiries on NCI’s investment in this area; determine trends 
of funding in particular topics; refine NCI’s definition of CAM; identify 
research gaps in the field of cancer CAM; and encourage dialog about the 
potential direction of future cancer CAM research. This yearly analysis 
was an exercise that revealed an estimated total amount of funding going 
to cancer CAM research projects and providing breakdowns according to 
the type of research (prevention, treatment, side effects/symptom 
management, and epidemiology), CAM category, and cancer type. (p. 21) 
 NCI’s total estimated cancer CAM research expenditure has gradually increased 
over the past decade, from $104.6 million in 2002 to approximately $128 million. This 
latter figure represents 39% of the total grant budget for NCI cancer research. NCI (NIH, 
2013) strongly advises CAM therapies to undertake a more rigorous approach to 
research. The issue is that traditional biomedical therapies are soundly grounded in 
evidence-based clinical trials, and that some CAM practitioners may make claims that 
suggest the same level of rigor as traditional therapies, but that this may be false 
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information. However, NCI recently reported that clinical trials are now in progress to 
establish efficacy for CAM to be integrated with traditional oncology care for patients. 
 NCI (NIH, 2013) reports that a novel psychosocial consideration in the field of 
psycho-oncology is spiritual well-being. It is evident that research on spirituality has been 
neglected until recently, and that perhaps many effective therapeutic opportunities have 
been overlooked. 
2.3.2.2 Accessibility to Psychosocial Care 
Access to psychosocial services has been an ongoing issue in United States for 
years (Jacobsen, 2012; Muriel et al., 2009; Pincus & Patel, 2009; Schofield et al., 2006). 
The problem may originate from a lack of knowledge on the part of cancer patients and 
oncology care providers about what services are available. Many researchers suggest that 
lack of knowledge could be partially due to confusion. Studies have shown that 
healthcare providers could be confused about whether the oncologist or the primary care 
physician should provide psychosocial care to cancer patients (Forsythe et al., 2012; 
Muriel et al., 2009; Wein, Sulkes, & Stemmer, 2010). Without a point-of-responsibility 
system in place to assess psychosocial needs, many cancer patients’ psychosocial issues 
relating to cancer may be overlooked by care providers due to unclear boundaries over 
case management (Forsythe et al., 2012). Elklit and Blum (2010) pointed out that hospital 
oncology staff may be too preoccupied with the physical treatment of cancer, which may 
lead to psychological symptoms that are inadvertently overlooked and therefore 
untreated. 
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 The lack of knowledge about psychosocial care is being addressed by the current 
government mandates to provide psychosocial assessment and treatment. Hopefully the 
mandates will help to resolve the issue about role confusion over responsibility for 
providing sufficient psychosocial care for all cancer patients (CoC, 2012).  
2.4 Art Therapy 
2.4.1 The Evolution of Art Therapy  
According to the American Art Therapy Association (AATA) (2014), art therapy 
is a mental health profession. It is a therapeutic process of art-making facilitated by a 
board certified art therapist for helping individuals achieve the following goals: express 
their emotions, resolve internal turmoil, increase self-awareness, adapt to adverse 
situations, cultivate socialization, stay in the here and now, manage stress, and develop 
and maintain a healthy sense of self. Art therapy aims to help individuals function better 
within their own capabilities. The practice requires art therapists to understand how to 
work with a variety of art forms such as drawing, painting, mixed media, and sculpture. 
The art therapist must also understand the process of creativity and human developmental 
stages, as well as a range of theoretical approaches in psychology. Kramer (1986) 
explained that the primary function of the art therapist is to provide an empathic service 
to patients, using the utmost creative and proficient artistic skills to help the patient 
successfully and easily sublimate strong feelings through art.  
Art therapy, also known as art psychotherapy, originated from the Freudian 
psychoanalytic movement in the mid-20th century (Naumburg, 1966). The initial intent 
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of art therapy was to provide a nonverbal modality to help individuals with the 
identification and self-expression of unconscious psychological conflict. Free association 
was one of the psychoanalytic techniques used to help guide patients to the sources of 
their conflicts (Naumburg, 1966). Art therapists used the elicitation of imagery in the art 
process to gain access to unconscious thoughts and experiences, a process parallel to free-
association imagery but in contrast to the psychiatrist’s use of the patient’s words alone. 
Freud (1978) hypothesized that once a patient could recall or recover latent material 
hidden deep in the unconscious mind through free association and often through the use 
of dream imagery, that the patient could then resolve his or her conflict. Similarly, 
Naumburg (1966) theorized that emotional healing begins by understanding the meaning 
of the self-generated imagery as expressed within the context of a therapeutic 
relationship.  
Initially, there were two theoretical approaches to art therapy. Ulman (1971) 
discussed these two predominate art therapy approaches at the time: art in therapy or art 
psychotherapy, and art as therapy. Ulman differentiated the two by explaining that art in 
therapy focuses more on verbal processing of the meaning of the final art production to 
gain insight into emotional issues. Art as therapy focuses more on sublimating impulses, 
thoughts, and emotions into a final art production, therefore emphasizing the creative 
process to help the individual build inner strength and confidence (Kramer, 2000). In 
contrast, the art psychotherapy approach focuses more on the expression of the client’s 
uncensored, inner conflicts and unconscious fantasies through the imagery than about the 
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creative process itself (Naumburg, 1966). Naumburg (1966) understood that it was 
through the images in the artwork that the psychotherapist began to understand the 
client’s symbolic language and thus facilitate the patient’s self-understanding and 
psychological healing.  
More recently, Wadeson (2010) explained that the two approaches are also used 
interchangeably in an eclectic approach to art therapy that utilizes a balance of art in 
therapy/psychotherapy (Naumburg, 1966) and art as therapy (Kramer, 2000). Both 
approaches happen within the therapeutic relationship, when a mutual admiration for art 
is the bonding element in the relationship (Robbins, 1998). 
The contemporary practice of art therapy continues to value the contributions of 
its historical theoretical origins. The psychodynamic mechanisms such as transference, 
countertransference, ego mechanisms of defense, and other constructs that were an 
integral part of psychoanalysis and psychoanalytic art therapy continue to play a crucial 
role in the theory and clinical practice of many art therapists today (Gerber et al., 2012; 
Landgarten, 2013; Levick, 1975; Wadeson, 2010). However, it is important to note that 
art therapy has also grown to include a wide spectrum of other theories and approaches 
(AATA, 2014). Art therapy has been integrated with a multitude of other therapeutic 
approaches, including positive psychology, cognitive-behavior therapy, narrative therapy, 
person-centered therapy, and mindfulness techniques (AATA, 2014). For example, Rubin 
(1987) integrated art therapy with cognitive-behavioral therapy and person-centered 
therapy.  
 
 
 
 
54
 Wadeson (2010) theorized that there are six advantages to this complex art 
therapy process that specifically contribute to the use of imagery for self-expression: 1) 
decreased defense mechanisms, 2) objectification and distance from conflict, 3) 
permanence by producing a tangible product, 4) spatial quality (as opposed to linear 
verbalization), 5) creative and physical energy that differs from ordinary activities, and 6) 
enrichment of one’s sense of self. Landgarten (2013) discussed that art psychotherapy 
also helps clients learn to regulate emotions. For example, clients can playfully bring 
feelings to the surface within the holding environment of the therapeutic relationship, and 
openly confront them during the creative process. By doing so, the client learns to control 
or abandon the feelings and in turn experience a sense of empowerment and achieve 
selfhood. Ultimately, the client has the potential to develop into a psychologically mature 
individual. Wadeson (2010) continued by stating that the abstract nature of art therapy is 
a clear disadvantage, and that some patients may lack the cognitive ability to gain insight 
from analytic art therapy approaches. 
With regard to where art therapy is practiced and who can benefit, the AATA 
(2014) definition states that art therapy can be used with a wide range of populations in a 
spectrum of facilities, from hospitals to schools to community centers. Research supports 
the practice of art therapy in these facilities due to the therapeutic value gained by the 
relationship between the patient and art therapist, as well as from the creative, expressive, 
and reflective process. 
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Therapeutic presence plays a key role in the art therapy healing process (Robbins, 
1998). Robbins states that therapeutic presence is the professional relationship between 
the patient/client and art therapist and is developed on a collection of cognitive, affective, 
and expressive experiences. The art therapist is responsible for appropriately maintaining 
this relationship, by staying open and aware of the power and meaning of the 
intersubjective space within this context. This particular ability requires the art therapist 
to remain sensitive to the patient’s art expression, verbalization about the art experience, 
and sensory perceptual communication (Robbins, 1998). Similarly, Gerber et al. (2012) 
describe this vital space as the Intersubjective Matrix: the figurative place between self 
and other where the construct of time is lost to the transcendence, transformation, and 
transition of meaningful healing through the co-creative process. 
2.4.2 Meaning in Symbols and Metaphor 
Relative to art therapy theory, Naumburg (1966) discussed that our minds 
communicate preverbal messages through symbols and metaphor, and that their 
emergence from the imagery may reveal meaningful information to the art therapist about 
the client. Tolass (1991) theorized that starting from birth, preverbal metaphors are 
formulated on an emotive level during the first 12 months of life, based on an infant’s 
associations with a significant caregiver. The emotionally charged metaphors are then 
used innately throughout life as a way to provide a visual language and convey feelings 
to others. However, the interpretation of a metaphor can vary depending on the 
individual’s past associations. Holmes (1984) commented on the complexity of 
personalized metaphor by stating, “Metaphor carries across or links apparent 
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dissimilarities: fact and phantasy, inner and outer, personal and public” (p. 214). Gorelick 
(1989) stated, “Metaphors present one thing in the semblance of another. The things 
juxtaposed open their boundaries to one another.” The author goes on to explain, 
“Without metaphor, language conveys isolated undimensional experiences. With 
metaphor, language is a tool that allows us to model a universe of infinite possibility” 
(pp. 151, 152).  
 Lusebrink (2014) hypothesized that kinesthetic action and sensory manipulation 
of an art media during art therapy activates the memory system, and that visual imagery 
(external forms) are matched up with the perceived mental image (internal forms), 
causing the sensorimotor system to release emotions. The relationship to metaphor is the 
central component during this creative process, causing emotions to cascade and motivate 
individual cognitions and behaviors. 
Wilson (1998) explained that visual arts professionals are especially privileged 
with the powerful ability to use imagery, since this art form lends itself to transforming 
metaphor to meaning. Gorelick (1989) stated that the ability for patients to select, create, 
or change an image into a metaphor (collective or personal) is the single most unique 
quality that separates art therapy from all other body-mind therapies. Nainis (2008), an 
oncology art therapist, shared:  
What starts out as a fun distraction from medical problems may become an 
outlet for deeper emotions. This is the point at which the art therapist’s 
knowledge of therapeutic techniques and understanding of metaphor 
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allows the patient to safely process the complex issues that emerge. 
(p. 117) 
From a scientific perspective, Lusebrink (2014) discussed one theory about how 
images are reconstructed during art therapy and what mechanisms are activated in the 
brain. Lusebrink (2014) theorized that an art therapy approach is transforming for 
individuals because images created during art-making forces the brain to process 
information twice: 1) nonverbally when an image is first conceptualized, and 2) again 
when the art image is viewed with the art therapist and meaning is verbalized to create a 
therapeutic action. This action is healing because it causes the brain’s pathways to be 
either reinforced (supported) or altered (changed). Lusebrink explained that the process 
begins with a simple kinesthetic activity such as a scribble on paper that activates 
sensorimotor cortices. The imagery formation emerges from there. Lusebrink (2014) 
discussed that these images may appear as vague patterns to the brain, but that it is 
through the art therapy process that a recognizable image may evolve. Comprehension of 
this emergent process is vital to art therapy, because images contain symbols and 
metaphor that help the patient nonverbally articulate complicated or difficult emotions 
(Gorelick, 1989). 
2.5 Medical Art Therapy 
 Medical art therapy, a relatively new branch of art therapy, emerged from 
traditional (or psychodynamic) art therapy and is now offered as a complementary service 
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at 20% of hospitals in United States (Ananth, 2009). Rubin (1987) observed that medical 
art therapy first originated in the late 1960s soon after music performances were brought 
to medical inpatient units in New York, for patients who were too physically ill to attend 
concerts. The arranged performances were observed to be emotionally healing. The 
visual arts and other nonverbal, expressive services were then quickly offered to the same 
patient population. Thus, multidisciplinary services continued to evolve (Rubin, 1987).  
 In the context of all creative arts modalities, McNiff (2013) theorized that the 
imaginative process has innate and medicinal values rooted in ancient rituals, and that the 
creative process is a natural way for individuals to regain a renewed sense of being. 
Likewise, it became clear that the creative arts therapies were meeting the unmet 
psychosocial needs of medical patients despite the initial response from hospital 
administrators. When medical art therapy was first introduced, it was received with 
significant resistance (Comarow, 2007). However, due to patient demands and 
satisfaction surveys indicating its therapeutic benefits, art therapy was adopted by the 
leading 18 hospitals in the United States today (Ananth, 2009). 
2.5.1 Medical Art Therapy for Cancer Patients 
 Medical art therapy for oncology patients has been defined as “a 
psychotherapeutic approach that is being used by adults with cancer to manage a 
spectrum of treatment-related symptoms and facilitate the process of psychological 
readjustment to the loss, change, and uncertainty characteristic of cancer survivorship” 
(Wood et al., 2011, p. 135). According to the ACS (2013), medical art therapy has been 
used with cancer patients to:  
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…help people manage physical and emotional problems by using creative 
activities to express emotions. It provides a way for people to come to 
terms with emotional conflicts, increase self-awareness, and express 
unspoken and often unconscious concerns about their illness and their 
lives. ‘Expressive arts therapy’ or ‘creative arts therapy’ may also include 
the use of dance and movement, drama, poetry, and phototherapy, as well 
as more traditional art methods. Art therapy is based on the idea that the 
creative act can be healing. According to practitioners, called art 
therapists, it helps people express hidden emotions; reduces stress, fear, 
and anxiety; and provides a sense of freedom. (p. 5)  
 Medical art therapy primarily addresses the psychological needs of cancer 
patients, particularly emotional distress. Medical art therapy helps to address five major 
psychological areas (Malchiodi, 1999): 
• Alleviation of or reduction in emotional distress, anxiety, and stress reactions. 
• Increased positive emotions, improved quality of life, and enhanced well-being. 
• A strengthened self-concept, a sense of control, and improved self-perception for 
things such as body image and chronic pain. 
• Reduced levels of fatigue and other depressive symptomologies such as anger. 
• Increased meaning-making and stimulation of cognitive functioning and insight. 
Malchiodi (1999) stated that medical art therapy as a visual narrative is particularly 
critical for patients after a traumatic cancer diagnosis and/or turbulent treatment, because 
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the imagery in art therapy helps patients reflect upon their lives and re-create their lives 
anew through art-making. Similarly, Rubin (1987) added that creating art offers patients a 
gentle way to express a narrative without retraumatization.  
Different art therapy approaches are required for diverse patient populations 
(Nainis, 2006). For example, Nainis (2006) stated that cancer patients tend to be 
physically fragile and often are contending with pain management issues. She reported 
that severe physical concerns often precipitate emotional problems such as anger, 
anxiety, and depression. Therefore the medical art therapy approach focuses primarily on 
the positive attributes of the patient’s inner strengths and virtues and not as much on 
pathology (Donald, 2008). Also, due to time constrains, medical art therapy directives 
tend to be success-oriented in order to provide the patient with an immediate sense of 
satisfaction and productivity. In both traditional art therapy and medical art therapy, the 
key elements that remain constant over time are the therapeutic presence of the art 
therapist and the patient’s relationship with the artwork. In both approaches, the art 
therapist uses the artwork to help the patient process emotions by discussing the patient’s 
experience and personal meaning of the images in the artwork (Donald, 2008).  
 According to Malchiodi (1999), medical art therapy is used to help a range of 
physically ill children and adult patients who struggle emotionally with dealing with a 
traumatizing medical procedure or chronic pain. Medical art therapy is used similarly 
with patients adapting to a terminal condition or chronic illness such as cancer. The 
physical suffering differentiates patients of medical art therapy from traditional art 
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therapy patients. The physical dimension dictates a different approach to treatment that 
may involve common themes relevant to cancer-related issues, such as mortality, death, 
and dying; pain or physical limitations; and side effects from biomedical treatments 
(Malchiodi, 1999).  
2.5.1.1 Reduced Emotional Distress 
Limited research suggests that art therapy can reduce anxiety and stress levels, 
helping patients confront fears about uncertainty and death (Malchiodi, 1999; Monti et 
al., 2006). In 2006, Warson and Lorance conducted a study using physiological markers 
to determine if art therapy had an influence on the human stress-response system. This 
noncancer study has had positive results, demonstrating that mandala drawing in art 
therapy has an effect on reducing participants’ salivary cortisol levels (N = 4). The study 
has significant limitations because of the small sample size, but nevertheless this research 
has promise for providing evidence about the effectiveness of art therapy (Warson & 
Lorance, 2006 cited in Malchiodi, 2013). 
 In a mixed methods study, Nainis et al. (2006) aimed to understand the effects of 
a single, one-hour unstructured art therapy session on pain and other symptoms common 
to adult cancer inpatients (21 men and 39 women). The results suggest statistically 
significant reductions in eight of nine measured symptoms, including the global 
emotional-distress score. However, this was not a controlled trial. In addition, the use of 
single one-hour sessions is a serious limitation. The actual cause for change over time is 
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difficult to determine without randomization, controls, or more than one data collection 
point. 
 Malchiodi (2013) clinically observed that patients benefit from medical art 
therapy because the relaxing and repetitive movement of drawing or coloring is calming 
and self-soothing. This therapeutic action also serves as a distraction from the harsh 
oncology treatments and helps to transcend the patient to a different state of mind, called 
flow (Csikszentmihalyi, 1999). In this state, patients forget about cancer temporarily; 
during that time, the patients no longer feel anxious or fearful (Singh, 2011). 
2.5.1.2 Enhanced Well-Being 
 Monti et al. (2006) found strong evidence suggesting that medical art therapy 
helps to enhance the psychological well-being of cancer patients and improve their 
quality of life. They measured health related quality of life dimensions using the Medical 
Outcomes Study Short-Form Health Survey (SF-36) in a randomized controlled trial 
(RCT). During active treatment, women with a variety of cancer diagnoses participated in 
a newly developed, eight-week group mindfulness-based art therapy (MBAT) 
intervention. The results show statistically significant improvements in key aspects of 
health-related quality of life subscales, such as mental composite (p = 0.02), general 
health (p = 0.01), mental health (p = 0.01), social functioning (p = 0.05), and vitality 
(p = 0.01).  
 That same year, Puig et al. (2006) found that participation in an individual semi-
structured art therapy intervention enhanced psychological well-being for women with 
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stage I and stage II breast cancer (n = 39) by decreasing negative emotional states and 
enhancing positive ones. The researchers’ intervention entailed four 60-minute individual 
therapy sessions over a four-week period, using the theoretical framework from positive 
psychology. A variety of art materials were offered, and creative freedom was 
encouraged for each participant to express her identified cancer-related concern(s) for 
that week. The Profile of Mood States (POMS) instrument was used to measure well-
being subscales, which include tension-anxiety, depression-dejection, anger-hostility, and 
confusion-bewilderment. The researchers reported enhanced psychological well-being. In 
addition, well-being scores were negatively correlated with the POMS subscales. 
 A study conducted by Visser and Hoog (2008) used a mixed methods design to 
explore the quality of life for 35 women with a variety of cancer diagnoses. The article is 
written in a manner that lacked some clarity and therefore made that content confusing, 
both of which limit the study’s veracity. The terms “quality of life” and “well-being” are 
used interchangeably throughout the article. Nevertheless, the results indicate that 
overall, the women reported that art therapy was an awakening experience that helped 
them feel more present and conscious in their daily lives, thereby enhancing their well-
being and quality of life. 
 Svensk et al. (2009) conducted an RCT to examine the impact of five art therapy 
sessions on quality of life for women undergoing radiotherapy treatment for breast cancer 
(n = 41). The researchers found a significant increase in the overall quality-of-life scores 
(p = 0.03). Unfortunately, the researchers do not describe the art therapy intervention, but 
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instead say that the art therapy sessions were inspired by a phenomenological method of 
art therapy. This vague description is unclear, and therefore the intervention cannot be 
replicated by clinicians or in a future study. Additionally, the RCT has many limitations. 
Each of the five sessions was led by one of two trained art therapists, thereby enhancing 
external validity. 
 A mixed methods study by Geue et al. (2013) explored gender differences in 
terms of quality of life for 55 cancer patients who participated in structured art therapy. 
The findings indicate no significant gender differences regarding distress and quality of 
life pre- and post-intervention. The researchers state that the underlying concept and a 
detailed description of the intervention was described in a past study, yet the referenced 
article was not found in the literature. However, this research has value and relevance to 
this dissertation because it discusses in detail the recruitment strategies for medical art 
therapy research with oncology patients. 
2.5.1.3 Strengthening of Self-Concept 
Qualitative studies have shown how medical art therapy can help cancer patients 
transition through the cancer process by renegotiation of self-identity and enlivening the 
self. Collie et al. (2006) explored the psychosocial needs of 17 breast cancer patients and 
survivors, by comparing art therapy with an art therapist to art making without an art 
therapist. The researchers conducted one- to two-hour interviews with the women to gain 
an in-depth understanding of how the women used their own creative processes to find 
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meaning in their cancers. The analysis of the women’s narratives resulted in a 
predominate theme of emotional inner strength for the art therapy participants only.  
 Reynolds and Lim (2007) conducted a qualitative study with 12 women to 
understand the perceived experience of art as a leisure activity. The participants engaged 
in many different types of visual art, including textile art, card-making, collage, pottery, 
and paint. The results revealed that art-making enhanced self-worth and identity. The art-
making was a strengthening process that provided the women with challenging 
opportunities to demonstrate continuity and achievement. 
2.5.1.4 Alleviation of Depressive Symptoms 
Several studies indicate that depression and processing loss are specific psychological 
needs often mitigated by medical art therapy (Bar-Sela et al., 2007; Svensk et al., 2009; 
Thyme et al., 2009). Since fatigue was one of the most prevalent cancer comorbidities, 
Bar-Sela et al. (2007) conducted an RCT to examine the effects of art therapy with 
chemotherapy patients on depression, anxiety, and fatigue scores. The intervention 
consisted of four painting sessions utilizing water-based paints. The patient painted 
spontaneously from a subconscious state for the first three paintings. The art therapist 
assessed the three paintings and then carefully instructed the patient for the fourth 
painting. The researchers explained that this art approach allowed patients to create 
without any previous knowledge of painting. The patients were encouraged to express 
their feelings through the colors and movements they created on paper. The Hospital 
Anxiety and Depression Scale (HADS) and the Brief Fatigue Inventory (BFI) were 
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completed before every session, relating to the previous week’s artwork. Participants’ 
depression and fatigue scores improved slightly, but their anxiety scores did not improve.  
 Thyme et al. (2009) studied depression and anxiety with 41 postoperative breast 
cancer patients. All participants were receiving radiation therapy immediately before or 
after participating in five brief art therapy sessions during a five-week period. Data were 
collected before and after each art therapy session and again at a four-month follow-up, 
using the Structural Analysis of Social Behavior tool to measure perception of self-
image. Psychiatric symptoms were measured with the Symptom Check List-90. The 
researchers reported a major finding: The women who received art therapy scored 
significantly lower for depression (p < 0.001) and anxiety (p < 0.001) over time. The 
limitations for the study include the absence of a clear description of the theoretical 
approach used for the medical art therapy intervention. The investigators did not discuss a 
purposeful rationale for the intervention. 
  Wadeson (2013), a pioneer in the field of art therapy, stated that medical art 
therapy is critical for this population because cancer patients commonly experience 
feelings of sadness during treatment and feel despair from a loss of control over the 
changes in their bodies after surgery, radiation, and/or chemotherapy. Evidently the 
physical changes affect the psychological self in profound ways. After practicing art 
therapy for 50 years, Wadeson herself was diagnosed with cancer. Although Wadeson 
was too depressed to create art while she was an inpatient, immediately after she was 
discharged from the hospital, Wadeson documented her personal cancer journey by using 
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words and images. Wadeson faced her cancer and expressed her story in a narrative way. 
Wadeson’s reaction toward the threat of death is open, honest, raw, angry, and anxiety-
provoked. The description of Wadeson’s emotional distress response to cancer is 
congruent with the findings of Nainis’s (2008) qualitative study. Wadeson’s 
phenomenological case study is an accurate portrayal of her lived experience. Her story is 
meaningful. Wadeson stated that the therapeutic value of expressing a personal account 
of her emotional experience validated for her that something positive could emerge from 
her horrifying disease.  
2.5.1.5 Meaning-Making 
A few qualitative studies in the literature address the function of meaning-making 
and cognitive stimulation in medical art therapy for cancer patients. Öster et al. (2009) 
explored the lived experience of a visual narrative approach to medical art therapy with 
42 breast cancer patients during active oncology treatment. Emergent themes from the 
findings suggested that the women were cognitively stimulated by the five group sessions 
and learned new ways to manage their limitations associated with being female by 
developing firmer and healthier boundaries. One particularly thought-provoking art 
therapy task was the use of a visual book whose format is vaguely similar to that of the 
Self-Book©. The women articulated that the visual book served as a container for painful 
experiences that occurred during the cancer process. The women also expressed that the 
visual book helped them tell their own stories and make sense of life and self-identity, 
where the illness with cancer was one integral segment of that narrative. 
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 Forzoni, Perez, Martignetti, and Crispino (2010) conducted an exploratory study 
of 54 patients during outpatient chemotherapy treatment. The art therapy intervention 
included an average of four or five individual art therapy sessions, during which the 
participants created freestyle collages in the presence of an art therapist. The art therapist 
offered the patients a variety of mediums. After the first session, the art therapist 
addressed the patients’ feelings that had emerged during the previous session. Patients 
were then interviewed at the end of the intervention by a psychologist who asked the 
patients two questions: 1) “Was art therapy helpful to you, or not helpful?” and 2) “In 
case you have answered yes, can you say in which way art therapy was helpful to you?” 
Over 94% of the patients found the art therapy helpful. Cluster themes were gathered 
from that significant group of patients, suggesting that 37% of the patients found the art 
therapy relaxing, 33% felt it was empathetic, and 29% perceived it as helpful because it 
contributed to meaning-making. The researchers concluded that the new meanings 
provided patients with a broader, peaceful, non-judgmental perspective about how to 
experience life. This study lacks rigor; it would have provided stronger evidence if it had 
been an RCT and if the psychologist had used open-ended questions that were less 
leading. 
 Sabo and Thibeaulth (2011) conducted a study that focused on the meaning-
making of two breast cancer survivors. The researchers used a phenomenological inquiry 
design to understand the experience of reconstructing a clay model of the human body on 
patients’ self-perception and meaning-making. The findings suggest that patients’ post-
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surgical self-perceptions benefit from “re-conceptualizing” their altered body images in 
the context of their disease. This reframing process helped the two women accept their 
life-altering illness through reconstructing a new meaning about the self. The article 
provides the reader with rich data about the personal meaning of breast cancer and the 
productive effects of medical art therapy on meaning-making. The researchers discussed 
that the reconstruction of post-surgery breasts as a clay model helped participants 
understand that their associations with body image are also greatly influenced by social 
norms. 
 Studies examining the effects of medical art therapy have primarily focused on 
female cancer patients. This may be due to the fact that women are more likely to 
volunteer for psychosocial and CAM studies (Ernst, Pittler, Wider, & Boddy, 2007; Mao 
et al., 2008). In a mixed methods study that explored creativity and self-expression to 
understand how cancer patients cope with illness, Visser and Hoog (2008) found that art 
therapy participants experienced healthy changes in coping with their feelings and felt 
more alive, and that the art therapy cultivated creativity. Qualitative analysis of interview 
data confirmed that medical art therapy improved the well-being of 35 women with 
cancer. The researchers recommend that future studies provide a greater understanding of 
the underlying treatment mechanisms and sustainability for well-being in this population. 
2.5.1.6 RCTs in Medical Art Therapy with Cancer Patients 
Researchers conventionally have used qualitative methods exclusively to 
understand the experiential benefits of traditional art therapy in psycho-oncological 
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studies (Collie et al., 2006; Öster et al., 2009; Wood et al., 2011). In recent years, 
researchers have used quantitative data to determine the efficacy of art therapy (Bar-Sela 
et al., 2007; Monti et al., 2006, 2014; Öster et al., 2006; Puig et al., 2006; Svensk, 2009; 
Thyme et al., 2009). Six quantitative studies were found in the literature: Two discussed a 
group intervention with a diverse population of cancer patients (Bar-Sela et al. 2007; 
Monti et al., 2006), and four RCTs studied the effects of art therapy on women with 
breast cancer (Öster et al., 2006; Puig et al., 2006; Svensk, 2009; Thyme et al., 2009). 
 Monti et al. (2006) were the first researchers to use an RCT to investigate the 
physical and mental healing of medical art therapy for women with cancer. The study 
included women (n = 111) with a variety of cancer diagnoses during active treatment. 
The research team (consisting of an oncologist, an art therapist, and other medical 
professionals) collaboratively conducted an innovative, MBAT group intervention. The 
intervention afforded patients an opportunity for verbal and nonverbal self-expression 
about the cancer health threat, and helped patients develop supports and acquire new 
coping skills. Patients were randomly assigned to either an intervention group (n = 45) or 
a control group (n = 48) over a 16-month duration. Psychological distress symptoms were 
measured using the Symptoms Checklist-90-Revised (SCL-90-R), and health-related 
quality-of-life dimensions were measured with the Medical Outcomes Study Short-Form 
Health Survey (SF-36). The results showed a statistically significant change in the global 
severity index, which is the best indicator of current distress levels. There were 
significant improvements in key aspects of health-related quality of life as well. The 
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research team concluded that innovative interventions such as MBAT offer a 
standardized alternative to traditional talk therapy groups for cancer patients. The 
duration of the symptom relief was not specified, and there was no reference to a longer-
term effect. 
 The following RCTs are discussed in detail above. As explained, Bar-Sela et al. 
(2007) conducted an RCT to examine the effects of art therapy with chemotherapy 
patients on depression, anxiety, and fatigue scores. The results indicated improvements in 
depression and fatigue scores, but no improvements in anxiety scores. Puig et al. (2006) 
measured psychological well-being in an art therapy RCT. Svensk et al. (2009) conducted 
an RCT to examine quality of life for breast cancer patients, after participating in five art 
therapy sessions, who were undergoing radiotherapy treatment. An RCT was conducted 
by Thyme et al. (2009) to examine depression and anxiety with postoperative breast 
cancer radiotherapy patients. The researchers report that the women who received art 
therapy scored significantly lower scores for depression and anxiety over time, which is a 
major finding. 
2.5.2 The Self-Book© Art Therapy Intervention  
2.5.2.1 Development of the Intervention 
The Self-Book© art therapy intervention was developed by Mary Donald (2008), a 
board certified art therapist and state licensed counselor for the Cancer Center at Paoli 
Hospital in Pennsylvania. She developed the intervention based on the general principles 
of positive psychology and medical art therapy. Self-Book© is a process, an art therapy 
intervention, and an end product. The process of art therapy using Self-Book© includes a 
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board certified art therapist who instructs an individual to create magazine collage 
artwork on single segments of the book during six 50-minute private sessions. Each 
segment of the book is created during a session. During the first five sessions, the art 
therapist gives the individual an art therapy directive that addresses one of five self-
related themes. Finally, at the sixth session, the individual is instructed to assemble and 
decorate the outside cover of the book. (A detailed description of the six-week 
intervention protocol is provided in the method chapter.)  
Donald (2013) described how the development of the Self-Book© was influenced 
by her psychotherapy experience with cancer patients. In an interview, Donald (2013) 
stated the importance of psychosocial care for this population: 
Psychotherapeutic support was most important during diagnosis, care, and 
treatment. The aim of such interventions should be to educate, enhance 
emotional adjustment, enhance quality of life, develop coping skills, 
improve satisfaction with care, improve physical health and functional 
adjustment, reduce symptoms of disease and treatment, and improve 
medical adherence. Failure to detect and treat elevated levels of distress 
jeopardizes the outcomes of cancer therapies, decreases patients’ quality 
of life, and increases healthcare costs. (personal communication, January 
20, 2013) 
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2.5.3 Framework for Underlying Mechanisms 
 The therapeutic mechanisms supporting the Self-Book© art therapy intervention 
are grounded in positive psychology theory (Fredrickson, 2000) and incorporate the 
essential and nonverbal healing components of art psychotherapy (Naumburg, 1966). One 
critical mechanism in art therapy is based on the concept that the human mind tends to 
retain and suppress traumatic aversive events, such as a life-threatening illness, in the 
form of nonverbal images; and that art therapy helps bring these images to the surface in 
a safe manner (Naumberg, 1966). Researchers theorize that this resurfacing process is 
critical because the suppressed, nonverbal imagery may otherwise manifest into 
psychosomatic symptoms (Malchiodi,1999; Naumberg, 1966). Malchiodi (1999) states, 
“When words are not enough, we turn to images and symbols to tell our stories. And in 
telling our stories through art, we find pathways to well-being, recovery and 
transformation” (para.1). 
 Positive psychology theory focuses on personal strength-building and positive 
thinking. By helping the distressed patient focus on personal strengths and virtues, the 
patient is guided from a negative state to a positive state. Research shows that 
interventions specifically targeting positive actions and cognitions are differentially 
associated with decreasing emotional distress, enhanced well-being, and psychological 
recovery (Morris & Shakespeare-Finch 2011). 
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2.5.3.1 Positive Psychology 
Positive psychology has been combined with various body-and-mind approaches. 
This approach is designed to treat many psychosocial needs, namely spiritual needs. It is 
addressed here because of its significant role in the art therapy intervention used in this 
research study. According to world-renown researchers Martin Seligman and Mihaly 
Csikszentmihalyi (2000), positive psychology is a subfield of psychology that examines 
how human beings grow in the face of adversity. Seligman (2000) is the primary 
psychologist responsible for developing the final framework for positive psychology. 
Seligman (2000) stated that humanistic psychologists such as Abraham Maslow, Erich 
Fromm, and Carl Rogers are recognized for using aspects of positive psychology for 
years before the approach became an organized movement called positive psychology.  
 Integrating an established approach such as positive psychology with a CAM 
approach increases the likelihood that CAM is accepted into an oncology program by 
healthcare providers (Hefferon, 2012; Liu et al., 2008; Wilkinson & Chilton, 2013). 
Three examples in the literature demonstrate integrative approaches.  
 One study by Puig et al. (2006) mentioned earlier integrated medical art therapy 
with positive psychology to measure psychological well-being in an art therapy RCT. 
The researchers’ intervention entailed four 60-minute individual therapy sessions over a 
four-week period, using the theoretical framework from positive psychology. A variety of 
art materials were offered, and creative freedom was encouraged for each participant to 
express her identified cancer-related concern for that week.  
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 One of the benefits of positive psychology is that it helps psychotherapists 
develop qualities in their patients to flourish and achieve their greatest potentials. 
Focusing on the patient’s positive virtues and strengths is intended to encourage 
psychological well-being and is described by Seligman and Csikszentmihalyi (2000):  
Positive psychology is a science of positive subjective experience, positive 
individual traits, and positive institutions [that] promises to improve 
quality-of-life and prevent the pathologies that arise when life is barren 
and meaningless. The exclusive focus on pathology that has dominated so 
much of our discipline results in a model of the human being lacking the 
positive features that make life worth living. Hope, wisdom, creativity, 
future mindedness, courage, spirituality, responsibility, and perseverance 
are ignored or explained as transformations of more authentic negative 
impulses (p. 5). 
 A second benefit to using this approach is that it was developed to work on a 
spiritual level with a heterogeneous population. The literature reports that positive 
psychology demonstrates significant effects with patients of all ages and all medical and 
psychiatric diagnoses, including cancer (Gable & Haidt, 2005). However, only a few 
recent cancer studies were found in the literature. 
 A second example was a small-scale study by Liu et al. (2008) that examined 
anxiety, depression, and holistic well-being with breast cancer patients (n = 28). The 
study integrates concepts and practices of traditional Chinese medicine with positive 
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psychology and forgiveness therapy in 10 sessions of weekly body-mind-spirit group 
therapy. The findings are not statistically significant, but data trends suggest that the 
intervention helps to reduce anxiety.  
 Gable and Haidt (2005) observed that clinicians who use positive psychology 
focus on happiness and morality from a biopsychosocial perspective. The authors explain 
that some clinician researchers are studying interventions to improve well-being, such as 
mindfulness meditation, journal writing, well-being therapy, savoring, and exposure to 
green spaces.  
 Positive psychology combined with art psychotherapy is proposed to promote 
optimal functioning for patients (Wilkinson & Chilton, 2013) and to help patients build 
positive experiences through a creative process that includes mindfulness, flow, and 
spirituality as the three critical aspects (Seligman & Csikszentmihalyi, 2000). Flow is a 
back-and-forth process that enables an individual to transform suppressed self-knowledge 
from a level of stagnation into a creative level of self-awareness and insight. Flow is 
critical to the creative process (Csikszentmihalyi, 1999). The state of flow is also a goal 
for patients engaged in the creative utilization of their Self-Book© therapies (Donald, 
2008). According to Csikszentmihalyi (1999), a safe environment must be established 
before the individual is willing to trust the creative process and move in directions that 
may be unfamiliar or uncomfortable (Csikszentmihalyi, 1999). Therefore a board 
certified art therapist is the only qualified and responsible professional to facilitate the 
Self-Book© art therapy intervention (Donald, 2008). 
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 In summary, the aim of the Self-Book© intervention is to provide women with an 
opportunity for mindfulness, positive thinking, and meaning-making. Self-Book© is 
proposed to cultivate the imagination of women while directing attention to inner 
emotional experiences. This process is hoped to allow women a chance to experience a 
deeper sense of self (Sabo & Thibeault, 2011). The process of integrating the self with 
the cancer experience in a meaningful way also gives women the choice to re-author their 
life narratives from a more positive perspective (Borgman, 2002). Finally, participants 
may reconstruct self-identity if they can make sense of the cancer experience by 
integrating a positive meaning into their lives. This meaning-making process has been 
reported to be self-transforming for women with cancer (Reynolds & Lim, 2007). 
2.5.4 An Unpublished Pilot Study on the Self-Book© 
 The pilot study by Donald (2008) is presented here in detail because this 
dissertation is based on the unpublished study. Donald conducted a pilot study over a 
four-year period of time during which she collected preliminary data from the Self-Book© 
intervention. Donald agreed to have the researcher of this current project collaborate with 
her in analyzing the data. As hoped, the study results and lessons learned from this study 
meaningfully guided the researcher during the development of this dissertation proposal. 
As mentioned earlier, the Self-Book© art therapy intervention was developed Mary 
Donald (2008) and tested in a four-year clinical pilot study conducted at The Cancer 
Center at Paoli Memorial Hospital in Pennsylvania. The pilot study was a grant-funded 
project aimed at exploring the impact of art therapy on the quality of life of newly 
diagnosed breast cancer patients. The research approach for this feasibility study was 
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exploratory. The medical art therapy intervention included up to six individual sessions, 
depending on the availability of the patient. The pilot took place during active oncology 
treatment (radiation and/or chemotherapy treatment).  
 The Donald study used two standardized instruments were used to measure the 
study outcomes: The Center for Epidemiologic Studies Depression Scale (CES-D) 
(Radloff, 1977) was used to measure symptoms of depression. Depression is a well-
known side effect for newly diagnosed women with breast cancer (Mertz et al., 2012; 
O’Connor et al., 2011). The CES-D is a short, 20-item self-report scale designed to 
measure depressive symptomatology experienced in the past week. The Functional 
Assessment of Cancer Therapy Scale (FACT-B version), site-specific for breast cancer, 
was used to measure quality of life. The FACT-B tool is a 37-item questionnaire sensitive 
to important characteristics such as stage of illness, performance status rating, location of 
the patient, and clinical status over time. The scale contains five subscales: physical, 
functional, social, emotional, and sense of self. Measurements were administered at three 
points during the study: 1) the end of the initial art therapy session, 2) the four-week 
point, and 3) the end of the last session.  
 Forty-four patients consented to participate in the study. Thirteen participants 
completed one to three sessions and dropped out due to health reasons, including one 
death. Four participants withdrew for unspecified reasons. There were 27 complete data 
sets included in the final data analysis. The time period during which the six sessions 
were completed ranged from 30 to 120 days per participant (with a mean of 59 days). A 
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two-way analysis of variance (ANOVA) repeated measures was used to analyze the five 
QoL domains at 95% confidence (the repeated measures factor). The second factor 
(independent groups) was the CES-D depression score at baseline (Tabachnick & Fidell, 
2001). The CES-D was used to divide the groups into independent groups by a score 
indicating depressed or not; a CES-D cutoff score of 16 was indicative of significant or 
mild depressive symptomatology. There was a statistically significant difference between 
baseline score, session 1, and session 3 for three quality-of-life subscales: emotional well-
being (p = 0.001), functional well-being (p = 0.005), and social family well-being (p = 
0.028). There were no significant differences for the other two quality-of-life subscales, 
namely additional concerns (p = 0.270) and physical well-being (p = 0.863). There was a 
significant interaction between sessions 1 and 3 for emotional, functional, and social 
family well-being subscales. Severity of baseline depression made no difference on the 
subscale scores. The results suggested that patients’ conditions became worse in the 
functional and social well-being subscales. In contrast, the statistically significant higher 
scores in emotional well-being across sessions 1, 3, and 4 demonstrated an improvement 
in that domain. 
 It is noteworthy to discuss that the emotional well-being subscale showed a 
statistically significant effect, yet is reported to be the least likely subscale to change 
dramatically in a clinical trial (Webster, Cella, & Yost, 2003). It appears that while 
patients were getting worse physically, they improved emotionally. There is an 
assumption that patients’ overall functionality became worse due to the radiation and/or 
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chemotherapy treatments (from the resulting fatigue, nausea, vomiting, and chronic pain), 
while the medical art therapy intervention helped patients to cope better emotionally. 
Nevertheless, the difference from a score of 18 to a score of 20 on the subscale may not 
be clinically important, because the change was minimal (Arora et al., 2007; Burwell et 
al., 2006; Galway et al., 2012). 
 The data analysis from this feasibility study sheds new light on future medical art 
therapy research. The emergent knowledge demonstrates that emotional well-being may 
be a good measure for change when using a medical art therapy intervention for women 
with cancer. Modifications are recommended in the following four research areas: 
• Account for attrition by increasing the sample size, determined by power 
computation based on the effect found by this study. 
• Collect socio-demographic data from all participants. 
• Include a control group and use proper randomization methods. 
• Increase the overall rigor and internal consistency by adhering to a research 
protocol (e.g., specify intervention timeframe of a ≥ 30-day to ≤ 120-day 
duration). These modifications are strongly recommended for this next research 
phase. 
2.5.4.1  Limitations 
The one-group design provided important information for the design of this 
dissertation. However, the lack of rigor and small sample size were two significant 
limitations to the Donald study (Babbie, 2013). Prior to enrollment, a 25% attrition rate 
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could have been anticipated, and therefore more patients should have been recruited for 
the study; the follow-up could have been improved by a consistent use of the 
measurement tools. Future studies could benefit from shortening the length of time to 
deliver the six sessions for the intervention. 
CHAPTER 3: METHOD 
3.1 Design 
 This study was a repeated measures randomized controlled trial (RCT) that 
employed a two-arm parallel-group design. Sixty adult women in active cancer 
treatment were randomly assigned to either the six-week Self-Book© art therapy 
intervention group or the standard care control group. 
3.2 Participants 
 Sixty cancer patients were recruited from the radiation oncology outpatient, 
chemotherapy outpatient, and oncological inpatient departments (including outpatient 
hematology oncology units) of the Drexel/Tenet Health System at Hahnemann 
University Hospital, a metropolitan teaching hospital.  
3.2.1 Inclusion and Exclusion Criteria 
 Inclusion criteria were as followed: All participants were: a) female; b) 18 years 
of age or older; c) diagnosed with cancer; d) in active treatment for their cancers; e) 
capable of completing a minimum of four art therapy sessions during active treatment; f) 
able to complete the remaining two art therapy sessions within a two-week period from 
the time of discharge from oncology treatment; g) an outpatient or inpatient at 
Hahnemann University Hospital; h) experiencing emotional distress as indicated by a 
score of ≥ 4 on the NCCN (National Comprehensive Cancer Network) Distress 
Thermometer (DT) (NCCN, 2007); i) able to score ≥ 60 on the Karnofsky Physical 
Performance Status; j) capable of reading and speaking English; k) capable of seeing 
lines, shapes, and colors (Self-Book© art therapy is a visual process, and all participants 
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were expected to partake fully in the intervention); and l) capable of participating in art 
therapy sessions for up to 50 minutes per session. 
 Participants were not excluded based on sexual orientation, race, ethnicity, 
artistic ability, level of education, or socioeconomic status. The following exclusion 
criteria were applied: a) presence of a significant cognitive impairment; b) display of 
psychotic symptoms; c) active substance abuse/dependency issues; and d) actively 
receiving treatment for any major mental health disorder (for example, suicidal ideation, 
post-traumatic stress disorder [PTSD], schizophrenia, psychosis, bipolar disorder, or 
personality disorder), unless special permission was granted in writing from a 
psychiatrist stating that this patient was stabilized.  
3.2.2 Justification for Gender Choice 
Research has demonstrated that significantly more women have taken advantage 
of art therapy interventions compared to men when an equal quantity of men and women 
were informed about the same opportunity (Geue et al., 2010; Nainis, 2008; Öster et al., 
2009; Wood et al., 2011). The reason for this occurrence is unknown. In addition, 
studies have discovered that women may benefit more from art therapy than do men. For 
instance, a group of German researchers conducted a study with 60 cancer patients (14 
male and 46 female) in which participants completed a 10-week art therapy intervention. 
The results showed that the women improved more than the men did in terms of the 
subscales for psychological state (p = 0.026) and quality of life (p = 0.007) (Geue et al., 
2010). 
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3.2.3 Sample Size 
 A sample size computation conducted in G-Power 3.1 calculated a minimum of 
54 participants needed to ensure statistical significance. This analysis was based on 
repeated measures ANOVA for two groups and three measurement time points using a 
two-tailed test (week 3, week 6, and follow-up). The criteria for this sample size was eta 
squared = 0.3, alpha at 0.05, power at 0.80. To account for a potential 24% attrition rate, 
a sample size of 72 participants was deemed appropriate for this study. Similar studies 
report a wide range of attrition rates, between 11% to 42% (Donald, 2008; Geue et al., 
2010; Öster et al., 2007; Thyme et al., 2009). One potential cause for attrition is poor 
physical health (Nainis, 2008). 
3.2.4 Justification for Attrition Rate 
 The sample size was oversampled to account for an anticipated number of cases 
that may be lost to attrition due to the impact of cancer and cancer treatments. Similar 
studies report a wide range of attrition rates between 11% and 42% (Donald, 2008; Geue 
et al., 2010; Öster et al., 2007; Thyme et al., 2009). One cause for attrition may be poor 
physical health due to the nature of cancer and the subsequent treatments (Nainis, 2008). 
A mean attrition rate of 24% (Thyme et al., 2009) was anticipated, and therefore the 
sample size was increased from 54 to 72 participants, as needed to have statistical 
power.  
3.2.5 Compensation to Participants 
 To enhance retention, all participants received compensation for completing the 
study. Each art therapy participant was offered $35 upon successful completion of the 
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six-session treatment program and the follow-up sessions. Each standard care control 
group participant was offered $20 upon completion of four outcome measurement 
sessions. If a participant was unable to complete scheduled sessions for any reason, the 
participant was entitled to $5 for every session that was completed. The researcher kept 
track of the distribution of compensation and obtained signatures from participants upon 
receipt of cash, as requested by the Institutional Review Board (IRB).  
3.3 Primary and Secondary Outcomes 
3.3.1 Primary Outcome 
 The primary outcome of this study is self-reported levels of emotional distress. 
Emotional distress is defined as a complex experience involving unpleasant emotional 
and physical symptoms affecting the self psychologically, cognitively, behaviorally, 
socially, and spiritually. The reduction of emotional distress is a critical outcome to 
study because this unpleasant experience interferes with a patient’s ability to adjust to 
cancer and oncology treatments (NCCN, 2013). 
3.3.2 Secondary Outcomes 
 The secondary outcomes for this study include psychological, physical, and 
behavioral outcomes associated with a patient’s well-being. Well-being is defined as an 
overall subjective assessment of the general quality of daily living (Monti et al., 2006; 
Visser & Hoog, 2008). All participants self-reported their levels of psychological well-
being at designated time points. 
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 Two measures from a participant’s physical and behavioral health were extracted 
from the participant’s medical chart each week and recorded in a study file that included 
1) oncology treatment side effects such as nausea, fatigue, and physical pain; and 2) 
oncology treatment adherence. 
 At the conclusion of the Self-Book© art therapy intervention, the researcher 
conducted a qualitative, open-ended responsive interview. All art therapy participants 
were invited to answer the question “Could you please describe your experience of the 
Self-Book©?” (Probative questions were then asked if needed, such as “Can you 
elaborate?”) The interviews were conducted by the researcher and not the art therapist 
who conducted the intervention. The purpose of an open-ended was to explore the in-
depth, lived experience of participants. The questioning therefore varied from participant 
to participant, based upon their responses, and the objective of understanding the 
meaning of the experience. Each participant’s verbal response was audio recorded for 
later transcription by the researcher. Once the transcription was completed, the audio 
recording was deleted. 
3.4 Instruments 
 Data were collected using a demographic questionnaire and four standardized 
instruments: 1) the DT to screen for emotional distress; 2) the Perceived Emotional 
Distress Inventory (PEDI) Scale to measure ongoing symptoms of emotional distress; 3) 
the Patient-Reported Outcomes Measurement Information System (PROMIS) Brief 
Psychological Well-Being test to measure weekly well-being; and 4) the Functional 
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Assessment of Chronic Illness Therapy—Spiritual Well-Being (FACIT-Sp) Scale to 
measure overall well-being. Data on nausea, fatigue, physical pain, and treatment 
adherence were retrieved from the participants’ medical chart. 
3.4.1. Demographic Questionnaire 
 A single-page questionnaire was used to collect demographic data (Appendix A). 
The questionnaire included questions about each participant’s prior experience with 
making art and art therapy.  
3.4.2 Distress Thermometer (DT) 
 The DT is a screening tool widely used in oncology treatment facilities 
(http://www.nccn.org/patients/resources/life_with_cancer/pdf/nccn_distress_ 
thermometer.pdf). The DT was used in this study to screen all participants and to 
measure ongoing emotional distress before and after art therapy sessions. The DT was 
developed by the NCCN for quickly ascertaining a symbolic representation of a patient’s 
emotional distress level during active oncology treatment. The patient circles a number 
on the scale to answer the question “How distressed have you been during the past week, 
on a scale of 0 to 10?” Zero means no stress and 10 means extreme stress (NCCN, 
2007).  
 The National Cancer Institute (NCI) states that various cutoff scores have been 
used in clinical trials. The most frequently used cutoff scores are 4 and 5. Approximately 
40% of cancer patients report scores above this cutoff. Furthermore, women have been 
observed to be more likely to produce a score ≥ 4 on the DT, compared to men (NCI, 
2013). Researchers who conducted a psychometric study on Indonesian women with 
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breast cancer stated that a cutoff score of 5 on the DT had the best sensitivity (0.81) and 
specificity (0.64). This study compares the DT to other well-established instruments, 
such as the Hospital Anxiety and Depression Scale (HADS). “A cutoff score of 5 on the 
DT optimally identified 81% of the HADS cases (sensitivity) and 64% of the HADS non 
cases (specificity) with positive and negative predictive values of 70% and 76%, 
respectively” (Iskandarsyah et al., 2013, p. 4). Many oncology researchers have found 
similar sensitivity and specificity percentages with a cutoff score of 4 or 5 on the DT 
compared to different standarized instruments such as the Center for Epidemiologic 
Studies Depression Scale (CES-D) (Hawkes, Hughes, Hutchison, & Chambers, 2010; 
Mertz et al., 2012; Agarwal et al., 2013; Ransom, Jacobsen, & Booth-Jones, 2006). To 
be eligible for this study, a participant needed to indicate an emotional distress score of 4 
or above. 
3.4.3 The Perceived Emotional Distress Inventory (PEDI) 
 The PEDI (Moscoso, McCreary, Goldenfarb, Knapp, & Rohr, 1999; Moscoso, 
McCreary, Goldenfarb, Knapp, & Reheiser, 2000) is a 15-item self-report questionnaire 
designed to measure the perceived and present state of emotional distress in cancer 
patients (https://manoletemoscoso.files.wordpress.com/2008/03/pedi-inventory-
english1.pdf). The score for the inventory ranges from 0–45 points, with lower scores 
corresponding to lower levels of perceived emotional distress. This questionnaire 
measures general mood; social isolation; and subjective feelings such as sadness, 
uncertainty, confusion, worry, anxiety, anger, depression, and hopelessness. The PEDI 
was specifically developed for cancer patients in active treatment and has been tested 
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exclusively with this population. The alpha reliability coefficient for the instrument is 
0.91, which is excellent. To date, the PEDI has been used only by the developer in 
several large-scale cancer trials (Moscoso et al., 1999; Moscoso et al., 2000; Moscoso & 
Reheiser, 2010; Moscoso, 2012). Other research studies are currently using the tool, but 
results are yet to be published (Moscoso, personal communication, June 24, 2013). The 
PEDI has no cutoff score for clinical emotional distress, because it was not developed to 
serve as a diagnostic tool. The PEDI was specifically designed to compare scores 
between subjects. 
 Numerous instruments were considered for measuring emotional distress and 
may have been suitable for this study, but the PEDI was determined to be the best fit 
because: 1) it has a wide range of cancer-specific components of emotional distress; and 
2) it has a high alpha reliability. Because it requires only 1 to 2 minutes to complete, the 
PEDI did not fatigue the patients. The Impact of Event Scale (IES) (Horowitz, Wilner, 
& Alvarez, 1979) was another instrument considered, because it is frequently used for 
measuring stress reactions after a traumatic event such as receiving a cancer diagnosis. 
However, the IES was developed for the measurement of emotional distress in post-
treatment cancer survivors. Several of its questions are inappropriate for measuring 
emotional distress in women during active treatment (Antoni et al., 2006; Friedman et 
al., 2006; Garofalo et al., 2009; Skrzypulec et al., 2009). 
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3.4.4 Patient-Reported Outcomes Measurement Information System (PROMIS) 
Brief Psychological Well-Being Test 
 The PROMIS Brief Psychological Well-Being test was used to measure weekly 
psychological well-being (www.nihpromis.org). This brief questionnaire has seven 
items that ask about general well-being, and it is an abbreviated version of the more 
extensive, original tool. The justification for shortening the original instrument was to 
create a brief form that obtains a quick read for psychological well-being. The score 
values for this instrument range from 7–35, with higher scores indicating a healthier 
level of psychological well-being. It takes approximately two minutes to complete. The 
original PROMIS was developed and calibrated by the NIH as an initiative to improve 
standardized measurement of self-reported health outcomes. The reliability coefficient 
of the original PROMIS instrument ranges between 0.85 (Irwin et al., 2010) and 0.95 
(Pilkonis et al., 2011). The National Institutes of Health (NIH) reports an alpha 
reliability of 0.97 (NIH, 2012). 
3.4.5 The Functional Assessment of Chronic Illness Therapy—Spiritual Well-
Being (FACIT-Sp) Scale 
 The FACIT-Sp (Cella et al., 1998) was used as a second measurement tool to 
measure participants’ well-being. It is a 40-item, multidimensional outcome 
measurement tool aimed at assessing a sense of meaning and peace in illness 
(http://www.facit.org/FACITOrg/Questionnaires). The FACIT-Sp total range is 0–156. 
The higher the score, the better the quality of life (QOL) and/or spiritual well-being. The 
FACIT-Sp is a psychometrically sound measure that contains many items that directly 
refer to well-being (Brady, Peterman, Fitchett, Mo, & Cella,1999; Peterman, Fitchett, 
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Brady, Hernandez, & Cella, 2002). Five quality-of-life domains are covered: physical 
well-being, social/family well-being, emotional well-being, functional well-being, and 
spiritual well-being. The FACIT-Sp demonstrates good reliability (0.85–0.88), validity, 
and sensitivity to change (Canada, Murphy, Fitchett, Peterman, & Schover, 2008; 
Murphy et al., 2010). Participants require 4 to 5 minutes to fill out the FACIT-Sp. This 
scale was developed for individuals with chronic illness and has been tested on cancer 
patients (Canada et al., 2008; Oeki et al., 2012). Additional information pertaining to 
clinical significance for the FACIT-Sp was not found at this time. 
 The FACIT-Sp was selected to measure psychological well-being because its 
quality-of-life domains are the most relevant areas for women with cancer—namely, 
physical well-being, psychological well-being, social well-being, functional well-being, 
and spiritual well-being (NCCN, 2012). Few quality-of-life or well-being instruments 
include spiritual well-being as a subscale. This researcher felt that given the aims of the 
intervention, spiritual well-being is an important outcome to consider. The purpose for 
selecting two instruments was to measure generalized psychological well-being 
(PROMIS Brief Psychological Well-Being test) and to better understand the complexity 
of psychological well-being by measuring the subscales of the quality-of-life construct 
(FACIT-Sp).  
 Numerous instruments considered for measuring psychological well-being were 
deemed inappropriate for important reasons relevant to the actual material on the 
questionnaire. For example, the Quality-of-Life Patient/Cancer Survivor Version (QOL-
 
 
 
 
92
CSV) (Ferrell, Hassey-Dow, & Grant, 2012) was considered for this study because it 
includes a spiritual well-being domain and because the test/retest reliability is 0.89 
(retrieved from www.midss.iep on May, 2013). However, several questions seemed 
appropriate for post-treatment cancer survivors but not for patients receiving active 
treatment (Johnson-Mallard, 2011; Meyers et al., 2011). The Short Form Health Survey 
(SF-12) was considered as well, given that it is the most widely used instrument for 
domains of well-being, with high reliability (r = 0.89). However, the SF-12 does not 
address spirituality.  
3.5 Procedures 
3.5.1 Recruitment Methods 
 This single-site study was conducted at Hahnemann University Hospital in 
Philadelphia, Pennsylvania (Drexel Radiation Oncology, Chemotherapy and 
Hematology Oncology outpatient and inpatient units). Adult female cancer patients in 
active cancer treatment were potential candidates for this research study. Patients were 
prescreened by a member of the medical team for eligibility into the study at the time of 
their regularly scheduled oncology appointments. If a referral was made, the researcher 
was responsible for recruiting the participant while they were inpatient or in the 
outpatient waiting room if they were discharged, and at a time that was convenient for 
the patient. 
Additionally, in-house social workers distributed an Institutional Review Board 
(IRB) approved study recruitment flyer to all newly diagnosed patients at the time of 
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intake (Appendix B). Study recruitment flyers were also posted in hospital approved 
areas in radiation oncology and chemotherapy inpatient and outpatient units. 
Numerous in-services were given to oncology medical staff by the researcher 
and art therapist, throughout the 37-week recruitment period to educate and inform the 
staff about the art therapy study. During each in-service, the researcher and art therapist 
presented the inclusion and exclusion criteria and explained the referral procedures. Any 
member of the oncology medical team (the social worker, nurse, oncologist, or any 
medical professional who already had regular access to a patient’s medical records) 
could assist with recruitment by making a referral. 
 The selection of participants was based on the inclusion criteria of this study. 
Selected patients were verbally notified by a member of the oncology medical team, 
handed a recruitment flyer, and told that the researcher would approach them by their 
next oncology treatment to discuss possible enrollment into the study. All participation 
was voluntary. A patient therefore had the option to decline participation at any point 
before or during the study. Interested patients were also free to contact the researcher 
directly to make a self-referral.  
3.5.2 Screening Process 
 A member of the oncology medical team at Hahnemann University Hospital 
prescreened all study candidates for their physical functionality. All participants were 
required to be physically functional and capable of participating in the study, as 
indicated by a score of ≥ 60 on the Karnofsky Performance Status (KPS). KPS scores 
range from 100 to 0, where 100 indicates perfect health and 0 indicates death. The cut-
 
 
 
 
94
off score of < 60 on the KPS was used to prescreen patients for their level of 
performance and general functionality. A score of 60 indicates that the patient requires 
occasional assistance from others but is able to care for most needs. The KPS was 
previously used by the hospital for patients, and it was used again for this study 
(www.npcrc.org/files/news/karnofsky_ performance_scale.pdf). Once a participant gave 
informed content, the researcher screened this person for emotional distress. All 
participants were required to be experiencing higher than normal levels of emotional 
distress, as indicated by a score of ≥ 4 on the DT.  
 If a consenting participant had volunteered for the study but failed to meet one or 
both of the required screening scores, that participant was removed from the study by 
the researcher. The researcher thanked the participant for her time and offered the 
participant the possibility of participating in art therapy sessions outside of the study. 
Other complementary support services were offered to the patient and included music 
therapy, massage/acupuncture therapy, family therapy, nutritional counseling, and 
attendance at the hospital’s upcoming Look Good Feel Better event. 
3.5.3 Obtaining Informed Consent  
 The researcher obtained all informed consents. The researcher reviewed with the 
participant all of the information included in the consent form (Appendix C). The 
researcher informed the participant that a hospital social worker was available, free of 
charge if she was feeling emotionally worse during the study. There were separate social 
workers for the hematology-oncology and outpatient radiation oncology departments. At 
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the end of the consent process, the researcher evaluated each participant’s 
comprehension of the art therapy study by asking the following questions: 
• What is the purpose of the study? 
• In your own words, what do you think will take place during this study? 
• What risks and discomforts may occur from participating in this study? 
• What benefits may you gain from participating in this study? 
• What assistance can the art therapist offer you should you be uncomfortable or 
need support during or at the conclusion of the study? 
 The consent form included permission to photograph Self-Book© artwork and to 
audio record the participant’s answer to a final open-ended question related to treatment 
benefits at the end of the study. The researcher and the patient signed the consent form 
and a copy of the signed consent form was given to the participant.  
3.5.4 Medical Records 
 Once a patient had fully consented to study participation, the researcher had 
access to the participant’s medical records for the duration of the study to collect data on 
treatment side effects outcomes and treatment adherence. The researcher recorded this 
data (Appendix D) in the participant’s study file. 
3.5.5 Baseline Session 
After informed consents were obtained, participants completed a single-page 
demographic questionnaire form. The last question on the demographics form asked all 
newly enrolled participants one open-ended question: “What do you hope to get out of 
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the art therapy treatment?” The participants wrote their answers in the provided space, or 
the researcher wrote the answers for participants with low literacy skills. In addition, 
each participant filled out four baseline questionnaires (DT, PEDI, PROMIS Brief 
Psychological Well-Being, and FACIT-Sp) to self-report baseline emotional distress and 
psychological well-being. The researcher helped complete these instruments for those 
participants with low literacy. 
3.5.6 Randomization and Allocation Concealment 
3.5.6.1 Permuted Block Randomization 
 After completing the baseline questionnaires, participants were randomized to 
either the Self-Book© art therapy intervention group or the standard care control group. 
To guarantee that an equal number of participants were allocated to the two groups, a 
permuted block randomization method with eight participant blocks was used. Table 1 
demonstrates the randomization schedule for the maximum of 72 study participants.  
  
 
 
 
 
97
Table 1. The study’s block randomization schedule (blocks of eight participants 
each, for n = 72). 
ID# Assign ID# Assign ID# Assign ID# Assign ID# Assign ID# Assign 
1 1 13 1 25 1 37 1 49 1 61 1 
2 1 14 2 26 1 38 2 50 1 62 2 
3 2 15 1 27 2 39 1 51 2 63 1 
4 1 16 1 28 1 40 1 52 1 64 1 
5 2 17 2 29 2 41 2 53 2 65 2 
6 2 18 2 30 2 42 2 54 2 66 2 
7 2 19 1 31 2 43 1 55 2 67 1 
8 1 20 2 32 1 44 2 56 1 68 2 
9 2 21 2 33 2 45 2 57 2 69 2 
10 2 22 2 34 2 46 2 58 2 70 2 
11 1 23 1 35 1 47 1 59 1 71 1 
12 1 24 1 36 1 48 1 60 1 72 1 
 
 
 
 Participants who received assignment 1 were allocated to the Self-Book© art 
therapy treatment, and the participants who received assignment 2 were allocated to the 
standard care control group (Bradt, 2012). 
3.5.6.2 Allocation Concealment  
 The allocation concealment process entailed the use of sequentially numbered, 
opaque sealed envelopes (SNOSE). This method assured that the individual group 
assignments were securely concealed, according to Doig and Simpson (as cited in Bradt, 
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2012). The prepared SNOSE were stored in a box in a locked office drawer at 
Hahnemann University Hospital. As an individual participant was enrolled in the study, 
the researcher randomly selected a single envelope from the box and opened it in the 
presence of the participant. The researcher read the group assignment to the participant.  
3.6 Data Collection 
 This section details the data collection procedures for scheduling sessions with 
participants and for data collection administration for the primary and secondary 
outcomes. 
3.6.1 Scheduling Sessions 
The researcher scheduled all measurement sessions with participants in person. 
Sessions were scheduled on the same day as the patient’s oncology treatments to avoid 
inconveniencing the patient. The researcher rescheduled participants by telephone when 
needed. The researcher made a reminder call to each participant within 48 hours prior to 
the scheduled measurement time points and art therapy sessions. Reminder calls for the 
one- to two-month follow-up session were placed two weeks before the follow-up time 
point and 48 hours before the measurement time point. 
If transportation was an issue for a participant, the hospital social workers 
assisted the researcher by arranging alternative options for travel to and from the 
hospital. The researcher and social worker together scheduled a session that was most 
convenient for the participant and that was coordinated with the participant’s regularly 
scheduled treatment. The goal was not to interfere with the participant’s oncology 
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treatment in any way. Therefore a van, cab service, or travel tokens for public 
transportation were offered to any participant in need who was actively receiving 
oncology treatment at Hahnemann University Hospital.  
3.6.2 Outcome Measurement Administration 
 The researcher served as the outcome assessor for this study. Emotional distress 
and psychological well-being were measured at four time points: T1 at baseline, T2 at 
week 3, T3 at week 6, and T4 at the one- to two-month follow-up. For the art therapy 
group participants, each of these measurements occurred before the start of the art 
therapy session on that given week. For the standard care control group participants, 
these measurements occurred before the start of their oncology treatment session on that 
given week. In addition to these four data measurement points, all Self-Book© art 
therapy treatment participants rated their emotional distress using the DT before and 
after each art therapy session. Furthermore, art therapy participants were asked to rate 
their psychological well-being at the beginning of every session using the PROMIS 
Brief Psychological Well-Being test. Finally, data on oncology treatment side effects 
and oncology treatment adherence were retrieved by the researcher from the medical 
charts each week for each participant (Table 2).  
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Table 2. The data collection administration phases. 
Measures Art Therapy Treatment Group Standard Care Control Group 
DT T1, S1, S2, S3*, S4, S5, S6*, T4 T1, T2, T3, T4 
PEDI T1, T2, T3, T4 T1, T2, T3, T4 
PROMIS Brief 
Psychological  
Well-Being 
T1, S1, S2, S3*, S4, S5, S6*, T4 T1, T2, T3, T4 
FACIT-Sp  T1, T2, T3, T4 T1, T2, T3, T4 
Oncology-Treatment  
Side Effects 
(extracted from 
medical chart) 
1 Nausea  
2 Fatigue 
3 Pain 
T1, W1, W2, W3, W4, W5, W6, T4 T1, W1, W2, W3, W4, W5, W6, T4 
Oncology-Treatment 
Adherence 
T1, W1, W2, W3, W4, W5, W6, T4 T1, W1, W2, W3, W4, W5, W6, T4 
 
Legend: 
T1 = Baseline (prior to group allocation). 
T2 = Week-3 measurement point. 
T3 = Week-6 measurement point. 
T4 = One- to two-month follow-up.  
S1, S2, S3, S4, S5, S6 = Session 1, session 2, session 3, session 4, session 5, session 6. 
W1, W2, W3, W4, W5, W6 = Weekly measurement points.  
*S3 and S6 = Will function as T2 and T3 measurements for comparison with control 
group. 
 
 
 
 Scheduled art therapy sessions were flexible enough to accommodate the 
participants’ cancer treatment schedules and possible cancelations stemming from 
treatment side effects. One session was scheduled per week, but this was not always 
feasible. Therefore participants were allowed to complete the six sessions within a four- 
to eight-week time frame. T2 was obtained between weeks 2 and 5 and T3 between 
weeks 3 and 8, depending on the availability of each individual participant. 
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 The same flexibility was applied to the standard care control group participants. 
Data were collected from the standard care control group participants at T1, T2, T3, T4, 
and the one- to two-month follow-up. The T2 and T4 measurements were obtained from 
the art therapy group participants, before the start of the art therapy sessions so that the 
Self-Book© art therapy treatment group was consistent with the standard care control 
group that did not receive the Self-Book© intervention. Essentially, both groups were 
measured at the same time points. It was determined that the data collection process 
would cease at the end of one year, regardless of the number of enrolled participants. 
3.6.3 Art Therapy Treatment Group 
 Participants assigned to the art therapy treatment group received the Self-Book© 
art therapy intervention. A board certified art therapist and licensed professional 
counselor administered the Self-Book© treatment program. The art therapist served as 
the primary art therapy clinician for the study. Once the study began, the IRB approved 
a secondary clinician to serve as a backup art therapist in the event the primary art 
therapist was absent.  
The Self-Book© art therapy intervention consists of six sessions in an individual 
format that are 50-minutes each in duration. If a participant was unable to finish her 
Self-Book© within the allotted period (four- to eight-week period), she was offered the 
opportunity to complete her Self-Book© with the art therapist at a later date that was 
convenient for her.  
 The individual directives for the six-session intervention were: 1) create your 
safe place, 2) identify your supports, 3) identify your strengths and virtues, 4) make a 
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wish for people close to you, 5) make a wish for yourself, and 6) create your transitional 
object by decorating and assembling your Self-Book©. All directives were given by the 
art therapist and developed to follow this sequential order for the six sessions (Table 3). 
Table 3. The Self-Book© art therapy intervention six-session curriculum. 
Session 
 
Self-Book© Directives 
(Administrated by a master-level, board 
certified art therapist only) 
Self-Book© Therapeutic Objectives 
1 Using precut, categorized magazine 
images, create your safe place on the inside 
spread of the Self-Book© blank segment. 
(Blank segment, scissors, magazine 
images, and a glue stick are provided at 
each session.) 
• Become acquainted with the art materials. 
• Create a sense of personal safety.  
• Begin to establish a trusting relationship.  
• Experience privacy. 
2 Using precut, categorized magazine 
images, identify your supports on the inside 
of the second blank segment. 
• Identify and value supports. 
• Identify connections with others. 
3 Using precut, categorized magazine 
images, identify your strengths and virtues 
on the inside of the third blank segment 
spread. (A list of the 26 strengths and 
virtues from positive psychology are 
offered to patients, who then select 6 or 7 
that she identifies as belonging to her.) 
• Learn about positive psychology. 
• Identify personal strengths and virtues. 
• Explore self-awareness. 
• Encourage reintegration of self. 
• Initiate awareness of inner coping skills. 
4 Using precut, categorized magazine 
images, make a wish for people close to 
you and/or loved ones on the inside of the 
fourth blank segment spread. 
• Express positive well-being for those 
close to self. 
• Explore personal connection(s). 
5 Using precut, categorized magazine 
images, make a wish for yourself on the 
inside of the fifth blank segment spread. 
• Increase awareness of self-care. 
• Sponsor ownership and gifting to self. 
• Acknowledge self-empowerment and 
autonomy. 
• Engender hope of survival and personal 
growth. 
6 Assemble and decorate your Self-Book©. 
Glue the five segments together to form a 
book. Using colorful stickers, jewels, 
feathers, and anything that can adhere to 
the pages, decorate your Self-Book©. 
Engage in a verbal response.  
• Make meaning of personal choices. 
• Celebrate progress. 
• Create a transitional object. 
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3.6.3.1 Self-Book© Art Therapy Intervention: Protocol 
 The participant met with the board certified art therapist in a private or semi-
private environment at the hospital on the same day of her regularly scheduled oncology 
treatment. Ideally, the participant met once each week for up to 50 minutes with the art 
therapist to create one section of her (10-page) Self-Book©, creating a magazine collage 
for each of six consecutive weeks, depending on the patient’s availability. There was a 
specific art therapy directive with therapeutic objectives for each of the six weekly 
sessions (Table 3). 
 The patient was assured that no artistic ability was required to participate in art 
therapy. At the beginning of the first five sessions, the art therapist gave the participant 
an art therapy directive that addressed one psychosocial theme. The participant 
expressed that theme on a single spread of the book (two facing pages that open out). 
During the sixth session, the participant was instructed to assemble and decorate her 
personal art book. The final Self-Book© form was a five-spread book (10 pages plus 
cover) that the patient showed to and discussed with the art therapist (Appendix E). 
At the end of each weekly 50-minute session, the art therapist gave the patient an 
opportunity to discuss and understand her nonverbal art experience. A participant’s 
internal comprehension began when the art therapist asked the participant three 
questions: 1) “Was there anything that you would like to change in your artwork?” 2) 
“Would you like to tell me anything about your artwork?” 3) “What was creating the 
artwork like for you today?” This procedure was performed 10-20 minutes before the 
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closing of each session to help the participant manage the probability or magnitude of a 
strong emotional response to the experience. The time breakout for the individual 50-
minute Self-Book© art therapy session is shown in Figure 1.  
 
 
 
 
Figure 1. Time breakout for the individual art therapy sessions. 
3.6.3.2 The Self-Book© Blank Segment  
 The Self-Book© blank segment was used for the individual sections of Self-
Book©. The blank segment was bought online and originally manufactured for a CD 
holder with a left pocket and a right pocket. Prior to the session, the art therapist altered 
the binding on the two pockets by cutting the folds with an X-ACTO® knife. This 
enabled the participant to utilize the full surface of the segments. The specific dimension 
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for the closed segment was 5 1/8” x 5 1/4”. This size was carefully determined based on 
experience working with cancer patients and so not to intimidate the patient by working 
too large. No substitutions were made. 
Each week the art therapist offered the participant a Self-Book© blank segment 
for the next individual portion of Self-Book©, scissors, a glue stick, and magazine 
images. Magazine images were divided into six different categories: animals, places, 
nature, people, words, and things and patterns. The researcher had the six different 
categories organized prior to each session. The magazine images were stored in 
individual plastic boxes. After each session with a participant, images were refreshed or 
replaced and the plastic containers were sanitized as per universal precautions by the 
researcher. The issued art materials for each participant (one pair of scissors and one 
glue stick) were stored with the participant’s artwork and locked in a file by the 
researcher on the Oncology Radiation unit. These art materials were available at each 
session. 
3.6.3.3 Session 1: Introduction to a Safe Place  
 The board certified art therapist introduced herself to the participant and 
explained the Self-Book© art therapy process. For the first session, the art therapist gave 
the participant the directive, “Please create your safe place” and explained, “A safe place 
can be whatever you want it to be.” Feeling safe is an important hierarchical need for 
basic human well-being, which makes creating a safe place an integral step before 
emotional healing can happen (Maslow, 1943). 
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 The art therapist informed the participant that the session was limited to 50 
minutes and that the art therapist would give time updates as the session neared its end. 
During each session, the participant looked through the boxes of magazine images and 
began the creative process by selecting images that best resonated with her for the 
individual topic. The participant was instructed that imagery could rise physically above 
the top of the book but not below the baseline. The art therapist told the participant that 
the two outer surfaces should be left blank because those surfaces were attached to the 
other individual segments at the final session to make the completed Self-Book©.  
 The art therapist allowed the participant as much creative freedom as possible 
and made some suggestions to offer help with the artistic technique. For example, the art 
therapist might have said, “If you start to sort through a box of images and do not find 
anything, please proceed to a different box.” During each session, the art therapist sat 
quietly and observed what the participant was experiencing so that support could be 
offered when needed and to help the participant process issues that were likely to 
transpire. It was the responsibility of the art therapist to “hold the space” (Winnicott & 
Khan, 1989) to create a conducive emotional environment, and help the participant 
process difficult and powerful emotions that surfaced.  
 The art therapist usually reminded the participant that she could look at both 
sides of the magazine images for meaningful ideas. During each session, 30 minutes 
were allotted to this meditative process because it serves as a time for relaxation and 
self-reflection. The images most likely brought forth associations and connections for 
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participants. The participant continued to sort through the six categories of images in 
search of images that conveyed what she may want to express. The art therapist was 
always present if the participant spontaneously wished to discuss what she experienced 
as she was creating. Toward the end of the 30-minute period, the art therapist asked “Do 
you think you have enough images?” 
 At the end of each session, when her artwork was finished, the participant shared 
and processed her experience with the art therapist. The participant explained to the art 
therapist why she chose the images that she selected and what associations may be 
attached to the different images. The art therapist affirmed each of the participant’s 
choices of images. Once the art therapist thought that the participant had fully processed 
all of her emotions for that particular session, the art therapist closed the session for the 
week by thanking the participant for her time and work, without displaying judgment 
value.  
 The art therapist numbered and dated the backside of the artwork each week, and 
then gave the artwork to the researcher to lock in a secure file drawer located on the first 
floor of the oncology-radiation unit.  
 The objective of session 1 was for the board certified art therapist to help the 
participant feel acquainted with the art materials, identify with a personal sense of 
safety, begin to establish a trusting relationship with the art therapist, and to experience 
privacy during a time of constant exposure to treatment and invasive oncology 
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procedures. Research supports the idea that participants tend to view medical art therapy 
as a safe haven (Collie et al., 2006). 
3.6.3.4 Session 2: Identify Supports  
 Starting with session 2, each session began with the art therapist showing the 
participant the artwork from the previous week and asking her, “Was there anything that 
you would change or add to your artwork?” If the participant was satisfied with the work 
from the previous week, the art therapist gave the next art therapy directive by 
instructing the participant to “identify your supports” on the inside of the second spread. 
If the participant was not satisfied with the work, the art therapist gave the participant 
the opportunity to make adjustments to her artwork. 
 If the participant had a difficult time identifying sources of support, the art 
therapist tried to encourage the participant to understand that a support can be anyone or 
anything that she considered to be supportive for her at this time. If the participant was 
not satisfied, the art therapist assured her that time would be available at the end of the 
session for making changes. 
 The same therapeutic process described above from session 1 was repeated 
(interaction between the board certified art therapist and the participant) for sessions 2 
through 6.  
 The objective of session 2 was for the participant to identify and value supports 
and connections with others. 
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3.6.3.5 Session 3: Identify Strengths and Virtues  
 At session 3, the participant was instructed by the art therapist to “identify your 
strengths and virtues” on the inside of the third Self-Book© blank segment. The process 
for identifying strengths and virtues is essential to well-being because participants who 
focus on their positive attributes instead of focusing on pathology may have a better 
cancer recovery (Arora et al., 2007; Chan et al., 2011; Glinder et al., 2007; Lelorain et 
al., 2010; Maselko et al., 2009; Puig et al., 2006; Schroevers et al., 2010). 
 The art therapist explained to the participant that everybody has strengths and 
virtues to rely on during difficult times. The art therapist encouraged the participant to 
identify her own strengths and virtues. The art therapist presented the participant with a 
list of the 26 strengths and virtues based on positive psychology theory (bdp-gus.de/gus/ 
Positive-Psychologie-Aufruf-2000.pdf). The art therapist explained the directive “You 
may choose six or seven strengths and virtues that you identify or associate as belonging 
to you.” The art therapist asked the participant to choose imagery from the magazine 
cutouts that resonated with her for each strength or virtue, and glue the images into the 
book segment. 
 The objective of session 3 was for the participant to identify personal strengths 
and virtues, explore self-awareness, encourage reintegration of self, and become aware 
of inner coping skills. 
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3.6.3.6 Session 4: Make a Wish for Loved Ones  
 The art therapist began session 4 by showing the participant the artwork from the 
previous week, and then reminding her that the cultivation of individual strengths was 
important because some of these strengths may help her cope better with adversity. The 
art therapist then instructed the participant to “make a wish for people close to you 
and/or loved ones,” and find and create a picture collage of images that portray the wish.  
 If the participant made associations as she was searching through the images, the 
art therapist encouraged the participant to speak about the associations that emerged 
from the images throughout the creative process. The art therapist offered 
acknowledgement, validation, and affirmation about the participant’s feelings. As in 
previous sessions, the session was ended by either the art therapist (the time-keeper) or 
the participant if she felt finished. The participant explained her wish for a loved one or 
caregiver as she processed the artwork with the art therapist.  
 The objective of session 4 was for the participant to express positive well-being 
for those close to her and also express personal connection(s). 
3.6.3.7 Session 5: Wish for Yourself 
 For session 5, the art therapist instructed the participant to “make a wish for 
yourself” on the inside of the fifth Self-Book© blank segment. The participant selected 
and applied associative imagery for her self-wish to the fifth spread of her Self-Book©. 
(The therapeutic procedures from session 1 for emotional processing and therapeutic 
relationship are repeated each session.) 
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 While being consumed with the physical demands stemming from oncology 
treatments, patients sometimes neglect basic emotional self-care. An art therapy study in 
2006 reported that women with breast cancer indicated that their participation in semi-
structured individual sessions helped them to feel “self-awareness, connected with 
feelings, discovered old issues that need attention, allowed time for self-care, reflection 
and quiet time, helped connect with/express feelings, including ability to relax to 
communicate feelings through art, feel less hopeless, happier, and identified coping and 
stress management” (Puig et al., p. 224).  
The objective for session 5 was to help the participant increase awareness of self-
care, sponsor ownership and gifting to self, acknowledge self-empowerment and 
autonomy, and engender hope of survival and personal growth.  
3.6.3.8 Session 6: A Transitional Object  
 At the final session (session 6), the art therapist brought back all five of the 
participant’s completed spreads from the previous five art therapy sessions. The art 
therapist instructed the participant to assemble and decorate her Self-Book©. The 
participant and the art therapist worked together to glue and tape the spreads to form one 
single book. The participant decorated the outside cover of her Self-Book© by using 
colorful stickers, jewels, feathers, and anything that could adhere to the book cover. As a 
final touch, most participants tied up their Self-Books© with a colorful ribbon and bow.  
 The finished Self-Book© became a transitional object for the participant—a 
physical object intended to evoke a positive emotional response such as a sense of 
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psychological comfort that could be helpful during difficult transitions in life 
(Winnicott, 1971). Overall, Self-Book© is aimed at helping participants redevelop a new, 
healthier identity that could awaken dormant feelings of productivity (Öster, 
Magnusson, Egberg Thyme, Lindh, & Åström, 2007). This sense of productivity is 
particularly important for participants who are too sick to continue with their normal 
responsibilities, such as work and other activities of daily living.  
The objective of this sixth session was to help the participant make meaning of 
personal choices and celebrate progress, as well as create a transitional object.  
3.6.4 Standard Care Control Group 
 Standard care was defined by Hahnemann University Hospital Cancer Center as 
the treatment that all oncology patients receive during daily or weekly oncology 
treatment. These patients may have been experiencing cancer-related emotional distress. 
The medical staff at Hahnemann University Hospital routinely asks oncology patients 
about their emotional distress and overall well-being. Members of the oncology medical 
team are required by managed-care providers to informally check in with each patient, 
and to refer patients for psychosocial support services when necessary.  
 During the study, if a patient indicated higher than normal emotional distress, 
that patient was referred by her oncologist, nurse, or social worker to receive support 
services. Support services included art therapy, music therapy, the Look Good, Feel 
Better event and massage/acupuncture therapy. Patients were handed a full-color 
brochure explaining that support services and/or referrals could be made at any time 
during the patient’s oncology treatment process. The researcher carefully tracked such 
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referrals. Participants requiring additional support services were not excluded from the 
study.  
3.6.4.1 Standard Care Control Group: Protocol 
Each time that measures were collected, the researcher engaged in a 10-minute, 
personal interaction with each standard care control group participant by using a 
standardized script. This interaction occurred at four strategic time points (baseline, 
week 3, week 6 and at the one- to- two month follow-up):  
Researcher: The researcher greeted the participant by name and asked “How are you 
today? How have you been?” 
Participant: The participant responded. 
Researcher: The researcher followed up with relevant questions that were pertinent to 
the participant’s specific situation. 
Participant: The participant elaborated for a short period of time. 
Researcher: The researcher would say, “This is week 3 (or week 6). I have about 10 
minutes of questions to ask you. Is this still a good time? If you are requested to see 
medical staff first, we can finish later.” One overarching goal was not to interfere with 
the participant’s treatment. The oncology treatment always rated first.  
Participant: The participant would say yes or no.  
Researcher: If the participant said yes, the researcher would offer the participant a 
clipboard with pen and the NCCN distress thermometer, and say, “Please circle where 
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your average stress has been over the past week, including today. Ten is extreme and 
that is high, and 0 is low—that is no stress. Please circle your average stress number.”  
Participant: The participant circled one number on the NCCN distress thermometer and 
then proceeded to complete the three remaining questionnaires.  
Researcher: The researcher sat quietly while the participant completed the 
questionnaires, and then the researcher thanked the participant for completing the forms. 
The researcher asked the participant if she had attended any of complementary support 
services, and if so, how often. The researcher reminded the participant that all of the 
support services were complimentary and could possibly help with stress reduction. The 
researcher asked the participant if she needed any of the contact information in order to 
schedule any of the support services. If the participant expressed an interest, the 
researcher handed the participant a color brochure that described the services, and also 
handed the participant a flyer about the upcoming Look Good, Feel Better event for 
women. It was explained to the participant that none of these services required 
reservations or a scheduled appointment, except for the Look Good, Feel Better event 
and massage/acupuncture therapy. Before ending the session, the researcher inquired 
about the participant’s upcoming schedule and established the date and time for the 
subsequent session. The researcher tracked which support services each participant 
received in the standard care control group, if any.  
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3.7 Data Management and Storage 
 The researcher was responsible for all data management and storage, including 
the storage of incomplete, in-progress, and completed Self-Book© artwork. Each 
participant was assigned a Personal Identification Number (PIN). Only participant’s PIN 
were used on all data forms. The participants’ names, telephone numbers, and PINs were 
stored in a password-protected document on the researcher’s secured computer. It was 
necessary to obtain this information in order to contact the participants to schedule the 
treatment sessions and the data collection sessions, and to make reminder calls. 
Participants’ files with ongoing data collection were considered in progress until the end 
of the study.  
None of the IRB approved data forms or assessment instruments were altered for 
any reason. The IRB file and signed consent forms were kept in a locked cabinet in the 
research office in Drexel University’s Department of Creative Arts Therapies. Active 
study files were kept in a locked cabinet in the radiation oncology department of 
Hahnemann University Hospital. Completed files were transferred by the researcher 
from the locked cabinet at Hahnemann University Hospital to a locked filing cabinet in 
the Department of Creative Arts Therapies at Drexel University. The researcher ensured 
that all study documents were included in the participant file before transferring the file. 
The researcher kept all data forms in chronological order for each participant. In 
accordance with IRB regulations, data are stored for three years, except for the contact 
information sheet (which was destroyed at the completion of the study).  
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3.8 Human Subject Protection 
 Ethical approval for conducting research using human subject participation was 
obtained from the Tenet IRB and the Drexel University IRB. Patient participation was 
completely voluntary. The study was open to all eligible participants during a ten-month 
recruitment period. All prospective participants met the IRB approved 
inclusion/exclusion criteria and were monetarily compensated for their time at the end of 
their six art therapy sessions, standard care period, and one- to two-month follow up. 
Participants were offered stipends on a session-by-session basis if they could not 
complete the full six weeks. 
3.8.1 Risks to Participants 
It was anticipated that images in the artwork could trigger sad memories, evoke 
other negative emotions, and/or induce a reaction that required psychotherapeutic 
processing. An emotional response in the participant was a natural part of the art therapy 
process. It was essential for the art therapist to be a board certified art therapist to help 
participants process their emotions. The board certified art therapist in this study was 
also a licensed counselor with five years of clinical oncology experience. The art 
therapist understood that the awaking of emotions was a crucial part of the art therapy 
intervention and was intended to help participants improve their psychological well-
being. Therefore the probability that a strong or negative emotional response was going 
to occur was likely. As part of the therapeutic process, the art therapist helped each 
participant to process, recompose, and stabilize before the end of each weekly art 
 
 
 
 
117 
therapy session. There were no anticipated financial, social, or physical risks associated 
with this intervention and/or measurements. 
3.9 Data Analysis 
3.9.1 Primary Outcome Hypothesis 
 The following hypotheses guided the statistical analyses for the primary 
outcome, which was emotional distress: 
• Null hypothesis: Female oncology patients who participate in the Self-Book© 
art therapy intervention during active oncology treatment will report 
emotional distress scores that are not significantly different from those of 
female oncology patients in the standard care control group. 
• Alternative hypothesis: Female oncology patients who use the Self-Book© art 
therapy intervention during active oncology treatment will report emotional 
distress scores that were significantly different from those of female 
oncology patients in the standard care control group. 
3.9.2 Secondary Outcome Hypothesis 
 The following hypotheses guided the statistical analyses for the secondary 
outcome, which was psychological well-being: 
• Null hypothesis: Female oncology patients who use the Self-Book© art 
therapy intervention during active oncology treatment will report 
psychological well-being scores that are not significantly different from those 
of female oncology patients in the standard care control group. 
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• Alternative hypothesis: Female oncology patients who use the Self-Book© art 
therapy intervention during active oncology treatment will report 
psychological well-being scores that are significantly different from those of 
female oncology patients in the standard care control group.  
 Descriptive frequency analysis was performed for cases with missing data to 
look for potential patterns related to the missing data. For missing data, the scoring 
guidelines for each instrument were followed. Descriptive statistics were used to create a 
demographic profile of the treatment and control groups. Given the relatively small 
sample size, baseline equivalence between the two groups was examined by use of Chi-
square and independent group t-test. In addition, the distribution of the data was 
explored, and in cases that data were not normally distributed, a nonparametric statistical 
test was employed.  
 Since data met the criteria for inferential statistics, a repeated measures, mixed 
methods ANOVA was used to compare the two groups for changes in emotional distress 
and psychological well-being over time. Post-hoc analyses were employed to determine 
the location of between-group differences. Repeated measures analysis of covariance 
(ANCOVA) was used to examine group differences after adjusting for baseline 
differences when baseline differences were present. ANCOVA was intended for use in 
examining group differences concerning oncology side effects such as the 
psychological, physical, and behavioral outcomes extracted weekly from each 
participant’s medical chart. However, the data was not obtained consistently hospital-
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wide, and therefore this analysis could not be carried out. Additionally, an examination 
of covariates would have been outside of the stated hypotheses. Future exploratory 
analyses should be considered. 
In addition, a repeated measures ANOVA was applied to examine the within-
group differences for the treatment group for emotional distress and well-being over 
time (weekly measurements). All statistical computations were performed on the 
Statistical Package for the Social Sciences (SPSS) and Microsoft Excel StatPlus. All 
charts and graphs were created in SPSS and Microsoft Excel by a statistical consultant. 
3.9.3 Content Analysis 
 A total of 20 open-ended interviews were conducted and transcribed verbatim by 
the researcher. The researcher also analyzed the interview data and was the primary 
coder based on the Creswell (2012) Data Analysis Spiral strategy. This non-linear 
approach followed six steps: 
1. Data management: 
1A. Data were transcribed, sorted, and organized into individual files that were de-
identified and saved in an encrypted document for security purposes. 
1B. The researcher consolidated individual participant transcripts into a single, 28-
page database of electronic text.  
2. Reading and memoing:  
2A. Transcripts were read in their entirety multiple times by the researcher. 
2B. There were several predetermined categories based on subcodes that were 
predominant among the sample population.  
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2C. A preliminary frequency count of the precodes was performed to identify 
emergent themes. 
2D. Frequencies were preformed again based on precodes within phrases that were 
stated by participants. 
2E. Trends were identified that had meaningful associations with emotions and 
feelings, the creative process, criticisms, memories, therapeutic benefits, and 
art-related references.  
2F. Other associations were not used if they did not provide sufficient meaning or 
represent the sample population equally. 
2G. The precodes began to evolve into assigned codes. The transcripts were hand-
coded using a magic marker color system to further explore the overall trends. 
2H. Data were read again and color notations (using the same color system but using 
paper post-its to flag pages) indicated where brief phrases should be extracted 
and placed into a different Microsoft Word document. 
2I. Statements were clustered by code and the categorical clusters were given a 
preliminary thematic title. 
2J. The preliminary findings revealed four robust themes that warranted a pre-
count. The coded statements were considered a cluster theme based upon the 
frequency and distribution across cases. The frequency was determined by 
counting the coded term used within meaningful phases by at least four 
individual participants. The same participant was never counted twice. Coded 
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categories with three or fewer counts were not included in the final 
determination of the primary themes.  
3. Describing, classifying, and interpreting: 
3A. The researcher developed the themes into four major categories based on 
significant statements that derived from the initial color-coding, and findings 
were compared.  
3B. The researcher created an initial table to categorize codes into themes and 
systematically perform a final frequency count of data. 
3C. The four themes were reviewed and discussed with the dissertation advisor (JB), 
who served as an independent researcher. 
3D. Based on divergent trends that consisted of unused codes that still appeared to 
be important to the sample population, one additional theme emerged. Codes 
were given equal emphasis, including the in vivo code that emerged. Table 4 
shows the systematic process. 
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Table 4. Coding sheet. 
 
 
 
 
4. Representing and visualizing:  
4A. Data from the five themes that were agreed upon were represented visually in a 
table for systematically reviewing the trends. 
4B. The table included the themes, codes definitions, and example quotes from 
participants per theme category. 
 
Coding Category Code Words Coding Category Definition 
 
(P. = Pink color-code)  
Positive thoughts and 
emotions 
P.1 happy, 
P.2 good, 
P.3 joyful, 
P.4 moved, 
P.5 less depressed 
P.6 better. 
Positive thoughts and emotions represent the 
unprompted expression of an uplifting, joyful, 
moving, fun, improved mood, and hopeful 
experience directly related to the process of creating 
the Self-Book©. 
(O. = Orange color-
code) Discovery through 
the art therapy process 
O.1 helpful, 
O.2 something different 
O.3 creative 
O.4 flow. 
Discovery through the art therapy process included 
spontaneous descriptions of creating the Self-Book© 
such as a feeling of ease or flow, creativity, 
transcendence, productivity, empowerment, and 
new ideas that were helpful. 
 
(B. = Blue color-code) 
Experienced feelings of 
calmness and less stress  
 
B.1 calmer, 
B.2 relaxed, 
B.3 less stress, 
B.4 at ease. 
Creating the Self-Book© induces feelings and 
thoughts of calmness and less stress that are 
soothing causing humming and singing and 
forgetting about or easing away stress, needles and 
the pain of cancer. 
 
(Y. = Yellow color-
code) Existential 
thoughts 
Y.1 hope,  
Y.2 faith, 
Y.3 enlightenment, 
Y.4 my time on earth.  
 
Existential thoughts are a result of creating the Self-
Book© that lead to an enlightening experience that 
include being uplifted, inspired for hope, feeling 
peace, control in life and having faith during active 
cancer treatment. 
 
 (G. = Green color-code) 
Reconnection with  
self and others, 
especially with family 
G.1 self-reflection, 
G.2 sense of peace, 
G.3 awareness, 
G.4 appreciation, 
G.5 strengthening, 
G.6 reconnecting with 
G.7 friends/family, 
G.8 inner strength, 
G.9 supports. 
Reconnection with self and others, especially with 
family are an outcome of creating the Self-Book© 
and causes one to focus away from cancer and 
treatment, and to gain a greater awareness, sense of 
peace, self-improvement, an appreciation of 
supports, and a strengthening of character and inner 
strength. 
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5. Interpretation:  
5A. Theme names were assigned and definitions were developed based on the actual 
language used by the participants in the open-ended interviews. 
5B. Data were conceptualized beyond the themes to connect to literature within the 
context of art therapy and to begin the interpretation process. 
5C. Core meanings and interpretations are explored in the discussion chapter.  
6. Triangulation: 
6A. A dissertation committee member (NG), who served as the independent rater, 
read the 20 transcripts. 
6B. Additional concepts, codes, and themes were considered. 
6C. The committee member (NG) agreed that there was correspondence among her 
data-review conclusions, the new considerations, and the original findings. 
Theme names were slightly adjusted to be more consistent and authentic with 
the data. No additional codes or themes emerged. Figure 2 illustrates the steps 
taken from transcription to interpretation.  
 
 
Figure 2. Content analysis flowchart. 
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3.9.4 Assumptions, Limitations, and Delimitations 
 The researcher’s own worldview is through the lenses of post-positivism and 
pragmatism, and therefore biased assumptions exist. There are inherent biased 
assumptions in the Self-Book© protocol and art therapy sessions.  
 Delimitations were established to reduce time unnecessarily wasted and 
resources spent in unrelated areas, in order to meet the dissertation timeframe. For 
example, this RCT was open to females only. The rationale for the exclusion of males 
was to retain a homogeneous population for this study. Future large-scale studies could 
examine the feasibility of including male participants. By including only females, this 
RCT had increased chances of achieving statistical power by reducing subject 
variability. 
 A second delimitation was the exclusion of post-treatment cancer survivors. To 
be eligible for this RCT, female cancer patients had to be in active treatment, which 
potentially excluded female cancer survivors who may have benefited from this 
innovative intervention. The rationale to study oncology patients during active treatment 
was because emotional and psychosocial needs were reported to be greatest at the time 
of diagnosis and during oncology treatments, causing patients to become physically ill 
and more vulnerable (Nainis et al., 2006; Siedentopf et al., 2010). Therefore, the need 
for art therapy research appears greater with female cancer patients in active treatment 
versus female cancer survivors. Furthermore, the exclusion of cancer survivors retained 
a homogeneous population. Finally, a major limitation of this study is that the 
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methodology did not include an investigation of the human relational variable and that 
may have affected the results.
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CHAPTER 4: RESULTS 
The purpose of this study was to examine the effects of Self-Book© art therapy on 
emotional distress and psychological well-being in female patients during active cancer 
treatment (chemotherapy and/or radiation). The results are organized under the following 
sections: participants, hypotheses, additional analyses, and conclusion. 
4.1 Participants 
4.1.1 Referral and Enrollment 
 Recruitment was open for 37 weeks. Two hundred twenty patients were referred 
to the study. Sixty patients met the inclusion criteria and were enrolled, resulting in an 
enrollment rate of 27%. Table 5 details reasons for ineligibility or refusal to enroll.  
Table 5. Patients dropped after referral. 
 
 
Declined (n = 13): 
1. Indecisive or not interested.  
Did not meet inclusion criteria (n = 74): 
CHAPTER 2: Stage 4 cancer (prior to being added to inclusion criteria); (n = 15). 
CHAPTER 3: “No stress” or not experiencing emotional distress, as indicated by a score of ≥ 4 on the 
National Comprehensive Cancer Network [NCCN] Distress Thermometer (DT); (n = 14). 
CHAPTER 4: Physically too ill to participate, or unable to score ≥ 60 on the Karnofsky Physical 
Performance Status (KPS) (n = 9). 
CHAPTER 5: Mental health/addiction issues, or nonadherence with cancer treatment (n = 8). 
CHAPTER 6: Transferred elsewhere for outpatient treatment (n = 8). 
CHAPTER 7: Already in the couples study or coping club (n = 7). 
CHAPTER 8: No diagnosis of cancer (n = 6). 
CHAPTER 9: Limited English language (n = 5). 
CHAPTER 10: Vision issues (n = 2). 
Logistical issues (n = 73): 
• Scheduling issues, no post-surgery treatment, or treatment ended too early (n = 47). 
• Unable to make contact, not enough information from referral and could not track (n = 26). 
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4.1.2 Participant Flow 
Sixty participants were enrolled into the study and completed baseline 
measurements. After completing the baseline questionnaires, participants were 
randomized to either the Self-Book© art therapy intervention group or the standard care 
control group. A permuted block randomization method was employed to improve the 
chance of equal group allocation, with 30 participants to each group. The flow of 
participants from referral to analysis is presented in Figure 3. 
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Figure 3. Participant flowchart. 
!
Excluded  (n = 160): 
♦!!!Not meeting inclusion criteria (n = 74) 
♦!!!Declined to participate (n = 13) 
♦!!!Other reasons (n = 73) 
Enrolled and consented; baseline measures and 
demographics collected (n = 60) 
T1#Baseline#
Randomized (n = 60) 
 
Excluded (n = 3): 
♦!!!Died (n = 2) 
♦!!!Oncology care 
    changed (n = 1)         
Allocated to art therapy group (n = 30) 
!
Measured at session 3 (n = 23) 
!
Measured at session 3 (n = 20) 
!
T2#(Session#3)#
Analyzed from intervention group (n = 20) 
!
Analyzed from control group (n = 20) 
!
Measured at follow-up (n = 20) 
!
Measured at follow-up (n = 19) + LOCF.(n = 1)!
Analysis#
T4#(Follow6Up)#
Measured at session 6 (n = 20) 
!
Measured at follow-up (n = 20)!
Excluded (n = 1): 
♦!!Transferred to 
another hospital 
Excluded (n = 3): 
♦!!No cancer diagnosis (n = 1) 
♦!!Died (n = 1) 
♦!!Chemotherapy changed (n = 1) 
 
T3#(Session#6)#
Assessed for eligibility (n = 220) 
Excluded (n = 5): 
♦!!!Died (n = 3) 
♦!!!Oncology care 
    changed (n = 2)  
Allocated to control group (n = 30) 
!
Allocation#
Enrollment#
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4.1.2.1 Attrition 
Twenty-one participants dropped out of the study after consenting to participate. 
Participant loss was nearly equal in both groups: 10 in the art therapy group and 11 in the 
control group. The main reasons for attrition were: 
• Research error. Nine participants were consented by researcher error (four in the 
treatment group and five in the control group) and were immediately removed 
because they did not meet all the inclusion criteria: The researcher missed an 
exclusion item for each of the nine participants removed. There was one nursing 
error when the researcher was told that one participant was diagnosed with cancer 
but later declared to be cancer-free. This participant remained in the study for 
almost six sessions before being removed, because ongoing medical tests were 
inconclusive for six weeks. 
• Death. Six participants (three in the treatment group and three in the control 
group) consented but then died from causes unrelated to the study. After the first 
two participant deaths, the researcher completed Reportable New Information 
forms to document the change in status on these participants. The completed 
forms were emailed to the Drexel University Institutional Review Board (IRB) 
office. The researcher was later told by the appointed IRB reviewer that the 
reporting was not required, because the deaths were unrelated to the art therapy 
research. The last four deaths were therefore not reported. 
 
 
 
 
130 
• Oncology treatment changed and unable to continue participation. The last six 
participants (three in the art therapy group and three in the control group) of the 
30 participants in each condition consented and randomized but were removed by 
the researcher because of oncology scheduling changes unrelated to the study. 
The attrition rate was much higher than anticipated, and was later discounted to 
exclude the nine participants enrolled as a result of research error before the 
intervention started.  
 One control group participant who dropped out was included in the final analysis 
because she had completed her six-week assignment (as discussed in the method 
chapter). She was unavailable for the fourth follow-up data-collection time point because 
she was transferred to another hospital for a mastectomy. Last observation carry forward 
(LOCF) was used to impute values for the missing responses (Field, 2009). The LOCF 
method preserves all cases by replacing missing data with a probable value based on 
other available data from T1, T2, and T3. This method assumes that T4 data will continue 
unchanged. This participant was included in the final 18% attrition rate. The use of a 
mixed effects analysis was considered but not used to include data from the other failed 
participants, because no data was collected beyond the baseline measurements.  
4.1.2.2 Duration of Study Participation 
Lastly, the variable of time (total days to complete the study) was tracked to 
determine if there was any difference between the two groups that may have affected the 
results of this study. The mean duration was 40.13 days (SD = 10.49) for the participant 
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to complete the designated six-week study period. The mean durations were 42.95 days 
(SD = 12.55) for the art therapy group (SD = 12.55) and 37.30 days for the control group 
(SD = 7.15). Mann-Whitney U tests indicated no statistically significant difference 
between groups in terms of number of days to complete the intervention (p = 0.19). There 
were two significant outliers; therefore additional analysis were later conducted and 
reported at the end of this chapter, to control for duration of treatment.  
4.1.3 Socio-Demographic and Clinical Characteristics  
The Self-Book© art therapy intervention group and the standard care control 
group were comparable at baseline for socio-demographic and clinical characteristics, as 
demonstrated in Table 6. Ethnicity was not included in this table, because there was only 
one Hispanic participant in the intervention group and none in the control group. Chi-
square or Fisher’s exact tests were used for comparison of categorical data between the 
groups. Mann-Whitney U tests were used for comparison of continuous data.  
Table 6. Socio-demographic and clinical characteristics of study participants. 
 
Characteristics 
 
Self-Book© Art 
Therapy Group 
(n = 20) 
 
Standard Care 
Control Group 
(n = 20) 
 
P Value 
Age (years):  
Mean±SD 
 
51.95±10.59* 
 
52.30±12.42 
 
 
0.40 
Race: 
Black 
White 
Other 
 
16 (80%) 
2 (10%) 
2 (10%) 
 
 
15 (75%) 
4 (20%) 
1 (5%) 
 
0.59 
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Table 6 (continued) 
 
Characteristics 
 
Self-Book© Art 
Therapy Group 
(n = 20) 
 
Standard Care 
Control Group 
(n = 20) 
 
P Value 
Cancer Type: 
Breast cancer 
Lung cancer 
Gynecological cancer 
Colon/rectal cancer 
Leukemia/blood cancer 
Lymphoma (CHL) 
Other types of cancer 
 
8 (40%) 
2 (10%) 
2 (10%) 
4 (20%) 
2 (10%) 
0 (0%) 
2 (10%) 
 
 
9 (45%) 
1 (5%) 
1 (5%) 
1 (5%) 
3 (15%) 
1 (5%) 
4 (20%) 
 
0.55 
Cancer Stage: 
Stage I 
Stage II 
Stage III 
Stage IV 
Unknown 
 
1 (5%) 
3 (15%) 
6 (30%) 
6 (30%) 
4 (20%) 
 
 
4 (20%) 
3 (15%) 
6 (30%) 
4 (20%) 
3 (15%) 
 
0.67 
Cancer Treatment: 
Chemotherapy 
Radiation 
Chemotherapy and radiation 
 
12 (60%) 
1 (5%) 
7 (35%) 
 
 
11 (55%) 
2 (10%) 
7 (35%) 
 
0.83 
* Chi-square or Fisher’s exact tests were used for categorical data. Mann-Whitney U tests were used for 
continuous data. 
 
 
 
 Additional analyses were conducted later to control for cancer stage. Stage I and 
II were collapsed and Stage III and IV were collapsed. Participants with an unknown 
stage were excluded from the analyses discussed at the end of this chapter. 
4.1.4 Psychosocial Concerns 
 Table 7 provides information regarding the participants’ psychosocial issues 
collected at baseline, including: loneliness, family issues, lack of supports, young 
children at home, serious financial concerns, past emotional issues, history of chronic 
stress, and drug/alcohol problems. No statistically significant differences were found 
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between the groups except for past history of chronic stress (χ2(1, N = 40) = 0.33, 
p = 0.03). 
Table 7. Psychosocial concerns of study participants. 
 
Characteristics* 
 
Self-Book©  
Art Therapy Group 
(n = 20) 
 
Standard Care 
Control Group 
(n = 20) 
 
P Value 
 
Loneliness issues 
 
 
6 (30%) 
 
4 (20%) 
 
0.46 
 
Family issues, lack of 
supports 
 
 
0 (0%) 
 
1 (5%) 
 
1.0 
 
Young children at home  
 
 
6 (30%) 
 
6 (30%) 
 
1.0 
 
Serious financial concerns  
 
 
10 (50%) 
 
13 (65%) 
 
0.34 
 
Past emotional issues  
 
 
6 (30%) 
 
7 (35%) 
 
0.74 
 
History of chronic stress  
 
 
8 (40%) 
 
2 (10%) 
 
0.03 
 
Drug/alcohol problems  
 
 
1 (5%) 
 
0 (0%) 
 
1.0 
* Chi-square or Fisher’s exact tests were used for nominal data.  
 
 
 
4.1.5 Baseline Physical Functioning and Emotional Status 
4.1.5.1 Karnofsky Performance Status (KPS) of Physical Functioning 
The KPS score was used to prescreen participants on their levels of physical 
functionality. The KPS uses a scale of 0–100, with higher scores representing better 
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physical status (100 indicates perfect health and 0 indicates death). The overall average 
KPS score for the participants was 89.50 (SD = 11.14). The mean KPS score of the Self-
Book© art therapy treatment group participants (M = 86.25, SD = 11.80) was lower than 
that of the standard care control group (M = 92.75, SD = 9.66), but this was not a 
statistically significant difference (p = 0.06).  
4.1.5.2 Emotional Distress 
Patients were prescreened for baseline emotional distress using the National 
Comprehensive Cancer Network (NCCN) Distress Thermometer (DT). The instrument 
has a 0–10 scale, with higher scores representing greater emotional distress. The overall 
mean emotional distress score for the participants was 6.38 (SD = 1.70). The mean 
emotional distress scores were 6.20 (SD = 1.64) for the art therapy group and 6.55 (SD = 
1.80) for the standard care control group. Mann-Whitney U tests revealed no statistically 
significant differences between the groups at baseline (U[38] = 173.50, p = 0.47). 
4.1.6 Prior Art Therapy, Expectations, and Adjunctive Services 
Almost all the participants (97.5%) reported no past art training. Only one 
participant (2.5%) reported that she had past art therapy. Prior to randomization, all 
participants were asked “What do you hope to get from the art therapy?” Figure 4 
represents the 40 participants’ responses to this question. In the multiple responses bar, 
all participants were allowed to choose more than one response (n = 4). 
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Figure 4. Participants’ pre-therapy responses to the question “What do you hope to get 
from the art therapy?” 
During the study, the researcher encouraged all participants to attend 
complementary support services, regardless of group assignment. The purpose for this 
encouragement was to maintain standard oncology care, which is a best practice at 
Hahnemann University Hospital. Such complementary services offered to oncology 
patients included individual art therapy outside of the study, music therapy at an open art 
studio once per week, massage therapy, acupuncture, family therapy, nutritional 
counseling, and a one-time attendance of the hospital’s upcoming Look Good, Feel Better 
event for women. Each week, the researcher tracked participation of these additional 
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services. Of the 40 participants, the mean score for how many times participants attended 
other services was 2.73 times (SD = 4.27). The mean for art therapy group participants 
was lower than for the control group, at 1.95 (SD = 2.54) and 3.50 times (SD = 5.45), 
respectively, but this difference was not statistically significant (p = 0.26). 
4.2 Hypotheses 
4.2.1 Primary Hypothesis 
 The following hypotheses guided the statistical analyses for the primary outcome, 
which was emotional distress: 
1. Null hypothesis: Female oncology patients who participate in the Self-Book© art 
therapy intervention during active oncology treatment will report emotional distress 
scores that are not significantly different from those of female oncology patients in 
the standard care control group.  
2. Alternative hypothesis: Female oncology patients who use the Self-Book© art therapy 
intervention during active oncology treatment will report emotional distress scores 
that are significantly different from those of female oncology patients in the standard 
care control group. 
 Two-way repeated measures ANOVA was used to examine the two groups for 
changes in emotional distress over time. Two standardized instruments were used to 
explore the primary hypothesis: the DT and the Perceived Emotional Distress Inventory 
(PEDI). Emotional distress was measured at baseline (T1), week three (T2), week six 
(T3), and at the one- to two-month follow-up (T4).  
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4.2.1.1 The DT 
The DT measures participants’ emotional distress with higher scores indicating 
more stress on a 0–10 scale. Descriptive statistics were used to examine the distribution 
of the data. A two-way repeated measures ANOVA was used to determine differences 
between the Self-Book© art therapy treatment group and the standard care control group 
over time. Because the data did not meet the sphericity assumption (F[2.86, 108.53] = 
5.05, p = 0.037), the Huynh-Feldt test was used. Two statistically significant main effects 
were found: of groups (F[2.86, 108.53] = 4.10, p = 0.05) and of time (F[2.86, 108.53] = 
13.37, p = 0.003). However, in the absence of a time by group interaction effect (F[2.86, 
108.53] = 3.65, p = 0.64), it is difficult to interpret the data. The effect size was 0.41 [-
0.22, 1.04]. Based on Cohen’s guidelines (Cohen, 1992), this is considered a small effect 
size. Since the 95% CI includes 0, this effect size is not statistically significant. Table 8 
presents the means and standard deviations for each time point. 
Table 8. DT mean scores at T1, T2, T3, and T4. 
 T1 T2 T3 T4 
Self-Book© art 
therapy treatment 
group 
6.20±1.64* 5.55±2.35 4.30±2.68 3.80±2.73 
Standard care control 
group 6.5±1.79 5.70±2.05 5.60±2.06 5.70±2.81 
* Mean and standard deviation. 
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4.2.1.2 The PEDI 
The PEDI total score for the inventory ranges from 0–45 points, with lower scores 
corresponding to lower levels of perceived emotional distress. Descriptive statistics were 
followed by a two-way repeated measures ANOVA. Because the data did not meet the 
sphericity assumption (p = 0.001), the Huynh-Feldt test was used. There was a clear 
effect of time, indicating that scores in both groups decreased over time (F[2.29, 87.25] = 
3.99, p = 0.017). However, there was no statistically significant difference between the 
groups (F[1, 38] = 0.002, p = 0.96). There was no group by time interaction effect 
(F[2.29, 87.25] = 1.37, p = 0.26). The effect size for the PEDI changes from baseline to 
T3 was 0.47 [-0.16, 1.10], a small and statistically nonsignificant effect size. Table 9 
presents the means and standard deviations for each time point. 
Table 9. PEDI mean scores at T1, T2, T3, and T4. 
 T1 T2 T3 T4 
Self-Book© art 
therapy treatment 
group 
15.45±9.30* 14.20±9.84 10.40±6.60 10.55±8.65 
Standard care control 
group 12.95±8.51 13.40±9.05 12.00±8.04 11.80±10.20 
* Mean and standard deviation. 
 
 
 
4.2.1.3 Primary Hypothesis Summary 
Statistical results reveal no statistically significant evidence for treatment effects 
of the Self-Book© art therapy treatment group on emotional distress in female cancer 
patients. Therefore, the primary null hypothesis could not be rejected. It is important to 
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note that change over time in the Self-Book© group was suggestive of a positive trend; 
therefore additional analyses were considered and discussed at the end of this chapter. 
4.2.2 Secondary Hypothesis 
 The following hypotheses guided the statistical analyses for the secondary 
outcome, which was psychological well-being: 
• Null hypothesis: Female oncology patients who use the Self-Book© art therapy 
intervention during active oncology treatment will report psychological well-
being scores that are not significantly different from those of female oncology 
patients in the standard care control group. 
• Alternative hypothesis: Female oncology patients who use the Self-Book© art 
therapy intervention during active oncology treatment will report psychological 
well-being scores that are significantly different from those of female oncology 
patients in the standard care control group.  
Two instruments were used to examine the secondary hypothesis: the Patient-
Reported Outcomes Measurement Information System (PROMIS) Brief Psychological 
Well-Being test and the Functional Assessment of Chronic Illness Therapy—Spiritual 
Well-Being (FACIT-Sp) Scale. Participants’ data on nausea, fatigue, physical pain, and 
treatment adherence recorded in electronic medical charts were retrieved to seek out and 
analyze confounding interactions. Unfortunately, due to inconsistent note taking by 
medical staff across the hospital system, these data were unusable in the final statistical 
analysis. 
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Psychological well-being was measured at baseline (T1), at week three (T2), at 
week six (T3), and at the one- to two-month follow-up (T4).  
4.2.2.1 PROMIS Brief Psychological Well-Being Test 
Total score values of this instrument range from 7–35, with higher scores 
indicating a healthier level of psychological well-being. Because the result of the 
sphericity test was not significant, unadjusted p values were used (p = 0.11). There were 
no main effects for time (F[1, 38] = 2.44, p = 0.7) or for time by group interaction 
(F[1, 38] = 2.44, p = 0.07). However, both the time by group linear contrast interaction 
(F[1, 38] = 808.07, p ≤ 0.01) and the main effect of group were statistically significant. 
The computed effect size was small and lacked statistical significance (SMD = 0.37, 95% 
CI -0.26, 0.99). Table 10 presents the means and standard deviations. 
Table 10. PROMIS Brief Psychological Well-Being test mean scores at T1, T2, T3, 
and T4. 
 T1 T2 T3 T4 
Self-Book© art 
therapy treatment 
group 
20.95±4.90* 19.05±6.01 20.65±4.94 22.90±5.38 
Standard care control 
group 22.15±6.10 20.05±5.09 19.95±7.04 20.00±5.85 
* Mean and standard deviation. 
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4.2.2.2 FACIT-Sp 
The FACIT-Sp total range is 0–156. The higher the score, the better the quality of 
life (QOL) and/or spiritual well-being. The total measure contains five QOL domains: 
spiritual well-being (score range 0–48), emotional well-being (score range 0–24), social 
well-being (score range 0–28), physical well-being (score range 0–28), and functional 
well-being (score range 0–28). Total scores were computed in accordance with the 
FACIT-Sp scoring manual. Subscale total scores were computed by obtaining the sum of 
the individual items, multiplying this sum by the number of items in the subscale, and 
then dividing by the number of items answered. The total FACIT-Sp score was the sum 
of all the subscale totals. 
 The sphericity assumption was not met (p = 0.001), and so the Huynh-Feldt test 
was used. There was a clear effect of time, demonstrating that scores in both groups 
increased over time (F[2.37, 90.10] = 5.07, p = 0.03), as well as a statistically significant 
difference between the groups (F[2.37, 90.10] = 701.98, p = 0.01). However, there was 
no group by time interaction effect (F[2.37, 90.10] = 2.47, p = 0.12). The effect size was 
0.25 (95% CI -0.37, 0.88) for the FACIT-Sp total changes from baseline to T3. This is 
considered a small but statistically nonsignificant effect size. Table 11 presents the means 
and standard deviations for the total FACIT-Sp score for each time point.  
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Table 11. Total FACIT-Sp mean scores at T1, T2, T3, and T4. 
 T1 T2 T3 T4 
Self-Book© art 
therapy treatment 
group 
98.28±25.10* 93.82±27.59 105.80±24.72 109.22±24.08 
Standard care control 
group 100.16±25.35 101.71±28.51 101.88±25.78 102.76±31.79 
* Mean and standard deviation. 
 
 
 
4.2.2.3 The FACIT-Sp Spirituality Well-Being Subscale 
The score range for this test is 0–48, with higher scores indicating better quality 
of life and/or spiritual well-being. A two-way ANOVA was used to examine change over 
time between the two groups. Sphericity was not significant (p = 0.42); therefore the 
unadjusted p value was used. The time by group interaction was statistically significant, 
indicating that art therapy group participants’ scores increased significantly over time, 
whereas scores for the control group participants decreased (F[1, 38] = 5.88, p = 0.02). 
There was no main time effect (F[1, 38)] = 1.39, p = 0.24), and there was no main group 
effect (F[1, 38] = 0.01, p = 0.92). The Self-Book© art therapy intervention had a 
moderately beneficial effect on spiritual well-being. This medium effect was not 
statistically significant (SMD = 0.55, 95% CI -0.08, 1.18). Table 12 presents the means 
and standard deviations for each time point. 
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Table 12. The FACIT-Sp Spirituality Well-Being Subscale mean scores at T1, T2, T3, 
and T4. 
 T1 T2 T3 T4 
Self-Book© art 
therapy treatment 
group 
33.80±9.45* 32.80±0.14 36.55±9.76 37.05±9.93 
Standard care control 
group 35.40±9.44 35.20±11.47 34.15±10.03 34.20±11.39 
* Mean and standard deviation. 
 
 
 
4.2.2.4 The FACIT-Sp Emotional Well-Being Subscale 
Two-way repeated measures ANOVA was used to compare the two groups for 
change in emotional well-being (range 0–24). The sphericity assumption was not met (p 
= 0.01), and therefore the Huynh-Feldt test was used. There was a clear effect of time, 
meaning that scores improved in both groups over time (F[2.49, 94.79] = 6.02, p = 0.01). 
No statistically significant difference between the groups was found (F[2.49, 94.79] = 
2.58, p = 0.68). There was no group by time interaction effect (F[2.49, 94.79] = 2.95, p = 
0.09). The Self-Book© art therapy intervention had a small effect on participants’ 
emotional well-being, but this effect was not statistically significant (SMD = 0.32, 95% 
CI -0.30, 0.94). Table 13 presents the means and standard deviations for emotional well-
being at each time point. 
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Table 13. The FACIT-Sp Emotional Well-Being Subscale mean scores at T1, T2, T3, 
and T4. 
 T1 T2 T3 T4 
Self-Book© art 
therapy treatment 
group 
14.90±5.81* 15.40±5.65 18.05±5.14 18.85±4.29 
Standard care control 
group 15.55±5.40 17.15±.38 17.05±4.54 17.00±6.36 
* Mean and standard deviation. 
 
 
 
4.2.2.5 The FACIT-Sp Social Well-Being Subscale 
Change in social well-being between groups and over time were examined using a 
two-way ANOVA. The social well-being subscale ranges from 0–28. The data did not 
meet the sphericity assumption (p = 0.001), and therefore the Huynh-Feldt test was used. 
The effect of time was nonsignificant (F[2.56, 97.40] = 1.19, p = 0.31). There was no 
statistically significant group effect (F[2.56, 97.40] = 0.85, p = 0.46), and there was no 
group by time interaction effect (F[2.56, 97.40] = 5.50, p = 0.63). The effect size was 
negative, at -0.29 (95% CI -0.92, 0.33) from baseline to T3, meaning that there was a 
small negative effect for the Self-Book© art therapy intervention but that this effect was 
not statistically significant. Table 14 presents the means and standard deviations for each 
time point. 
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Table 14. The FACIT-Sp Social Well-Being Subscale mean scores at T1, T2, T3, and 
T4. 
 T1 T2 T3 T4 
Self-Book© art 
therapy treatment 
group 
20.13±5.02* 17.23±6.53 18.05±6.63 19.13±6.22 
Standard care control 
group 19.36±.90 19.16±8.30 19.38±6.85 19.66±7.42 
* Mean and standard deviation. 
 
 
 
4.2.2.6 The FACIT-Sp Physical Well-Being Subscale 
The score range for physical well-being is 0–28. Two-way ANOVA was used to 
examine changes between the two groups over time. The sphericity assumption was met 
(p = 0.21), and therefore the uncorrected p values were used. There was a clear effect of 
time, indicating that both groups experienced physical improvements over time (F[1, 38] 
= 4.52, p = 0.04). However, there was no statistically significant difference between the 
groups (F[1, 38] = 0.215, p = 0.64). There was no group by time interaction effect (F(1, 
38) = 2.45, p = 0.07). The effect size was 0.19 (95% CI -0.43, 0.82), meaning that there 
was a small beneficial treatment effect that was not statistically significant. Table 15 
presents the means and standard deviations for each time point
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Table 15. The FACIT-Sp Physical Well-Being Subscale mean scores at T1, T2, T,3 and 
T4. 
 T1 T2 T3 T4 
Self-Book© art 
therapy treatment 
group 
16.55±5.74* 16.20±7.56 18.55±6.01 18.70±5.61 
Standard care control 
group 15.75±6.86 16.30±7.78 16.65±6.43 16.75±0.51 
* Mean and standard deviation. 
 
 
 
4.2.2.7 The FACIT-Sp Functional Well-Being Subscale 
The last subscale, functional well-being, also has a score range from 0–28. Higher scores 
represent better functional well-being. A two-way ANOVA was employed to examine the 
two groups for changes in scores. Because the data did not meet the sphericity 
assumption (p = 0.001), the Huynh-Feldt adjustment was used. There was a statistically 
significant effect of time, meaning that scores in both groups improved over time 
(F[2.66, 100.97] = 3.09, p = 0.04). However, there was no statistically significant main 
group effect (F[2.66, 100.97] = 0.66, p = 0.56). There also was no group by time 
interaction effect (F[2.66, 100.97] = 1.50, p = 0.23). The effect size was small (SMD = 
0.19, 95% CI -0.43, 0.81) but lacked statistical significance. Table 16 presents the means 
and standard deviations for each time point.  
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Table 16. The FACIT-Sp Functional Well-Being Subscale mean scores at T1, T2, T3, 
and T4. 
 T1 T2 T3 T4 
Self-Book© art 
therapy treatment 
group 
12.90±5.78* 12.20±5.72 14.60±5.34 15.50±5.60 
The standard care 
control group 14.10±6.66 13.90±7.49 14.65±7.48 15.15±7.17 
* Mean and standard deviation. 
 
 
 
4.2.2.8 Secondary Hypothesis Summary 
Statistical results reveal no statistically significant evidence for treatment effects 
of the Self-Book© art therapy treatment group on psychological well-being in female 
cancer patients. The secondary null hypothesis could not be rejected.  
4.3 Additional Analyses 
 Additional analyses, using the KPS score and participants’ past histories of 
chronic stress, were conducted to control for some possible psychosocial, confounding 
variables. While there were some measurable differences or trends toward differences 
between the groups on the KPS score and previous stress score, the small sample size 
precluded meaningful secondary analysis. For example, only two subjects in the control 
group indicated that they had chronic stress. The small sample size was too small to 
justify further analysis. 
4.3.1 Correlation Tests 
Beyond the question of protocol effectiveness, an important question remained: 
Did emotional distress decrease in women who demonstrated enhanced psychological 
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well-being scores? Understanding this association is important, because approximately 
50% of women experiencing cancer-related emotional distress delay receiving cancer 
treatment due to their psychosocial and emotional issues (Siedentopf et al., 2010).  
 To answer the question, a Pearson correlation coefficient was computed to assess 
the relationship between emotional distress change scores measured with the DT and 
psychological well-being change scores measured with the FACIT-Sp. Results revealed a 
statistically significant negative correlation of moderate strength between the two 
variables for change scores, r(18) = -0.56, p = 0.01. 
 Given the difference between the groups concerning physical functionality at 
baseline, the question arose about whether baseline physical functionality correlates with 
emotional well-being change scores. Although the mean KPS score for the Self-Book© 
art therapy treatment group (M = 86.25, SD = 11.80) was not significantly lower (p = 
0.06) than for the standard care control group (M = 92.75, SD = 9.66), the low p value 
raises some concerns about the fact that the art therapy group may have been functioning 
at a lower level than the control group at the start of the study. Results revealed that there 
was no significant relationship between KPS baseline scores and psychological well-
being change scores as measured by the FACIT-Sp, r(18) = 0.28, p = 0.24.  
4.3.2 3-Way ANOVA 
Additional analyses were conducted using a repeated measures ANOVA 
(3-factor) to examine the effect of the intervention in emotional distress and 
psychological well-being while adjusting for two variables: cancer stage and age. The 
rationale for this test was to determine if there was more change over time in the Self-
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Book© art therapy intervention group compared to the standard care control group when 
controlling for possible confounders. The data did not meet the sphericity assumption 
(p = 0.001), therefore the Huynh-Feldt test was used. Results revealed that there was no 
statistically significant difference in emotional distress and psychological well-being 
when adjusting for cancer stage. There was also no statistically significant difference in 
emotional distress when adjusting for age. Results indicated however that psychological 
well-being had a group by time interaction when controlling for age (F[2.85, 96.84] = 
2.87, p = 0.04). When controlling for age, there was more change in the art therapy group 
than the control group over time. Findings suggest that the effect of art therapy treatment 
versus standard care control was more evident in the younger participants than in the 
older participants, meaning art therapy was more effective in younger participants. 
4.3.3 ANOVA and ANCOVA 
Final analyses were run on the DT and FACIT-Sp scores while controlling for 
duration of time in the study (T1–T3). A repeated measures ANOVA and ANCOVA 
were used. The analysis considered each covariate separately to avoid empty (or tiny) 
cells and low power. The results were reported as complicated. None of the analyses 
indicated a major treatment benefit that was missed without the adjustment. In most cases 
the adjustment made the key effects less significant, rather than more significant.  
 Additionally, differences were calculated from T1 to T3 on the FACIT-Sp and 
controlling for KFS, stress, and number of adjunctive therapies to examine the effects of 
the Self-Book on psychological well-being. The results were in an appropriate direction 
so that positive values represented improvements. Descriptive analysis were obtained, 
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followed by t-test (and a Mann-Whitney U in the FACIT-Sp case) then an ANCOVA 
adjusting for time in treatment. There was no interaction in terms of the dependent 
variable in change scores from T1 to T3. The group differences in change were slightly 
greater in the art therapy group compared to the control. However, the statistical results 
revealed no differences between the groups. 
4.3.4 Content Analysis 
 Twenty participants completed the open-ended interviews as described in the 
method chapter. Content analysis was performed as per Creswell (2012). The qualitative 
analysis resulted in five key themes:  
• Positive thoughts and emotions. 
• Discovery through the art therapy process. 
• Experienced feelings of calmness and less stress. 
• Existential thoughts. 
• Reconnection with self and others, especially with family. 
 The five themes are discussed below and presented in Table 17, with example 
quotes that were extracted directly from the transcriptions. 
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Table 17. Themes from open-ended interviews. 
Theme Definition Example Quotes 
Positive 
thoughts and 
emotions 
Unprompted 
descriptions about the 
positive thoughts and 
emotions directly 
related to the Self-
Book© creation 
process. These 
included feeling 
lighter, nice, joyful, 
removed from disease, 
good, better, and 
hopeful. 
“I came here feeling so heavy and depressed and now I feel 
so much lighter.” (1)*  
“… I was not in a good mood until after I completed part of 
the book…” (12)  
“Gave me a clear mind to think something positive.” (16)  
“It was just so nice and I really loved it.” (24)  
“It definitely removes you from the disease for a period of 
time…” (25)  
“…I know I finished my book and that makes me feel good 
and that energy that I put into it, right at this moment, I am 
still flying!” (39)  
“When I would be in so much pain from my cancer the book 
took my pain away completely and it made me feel better.” 
(48) 
“This book takes me to a happy place” (52)  
Discovery 
through the 
art therapy 
process 
Unprompted 
descriptions about the 
self-discovery directly 
related to the Self-
Book© creation 
process. These 
included feelings of 
ease or flow, 
creativity, 
transcendence, 
productivity, 
empowerment, and 
new ideas that were 
fun.  
“It removes yourself from whatever is going on right then 
because all you’re thinking about is creating” (25)  
“I got a concept in my head and then just like it flow from 
there” (25)  
“…enjoyed it much more than I had anticipated…It allowed 
me to be creative and have some fun…” (32)  
“…it was an adventure. There was a lot of fun and 
discovering the unknown” (32)  
“It just made me feel so good on the inside believing that I 
could make something like this …” (39)  
“…when I first got sick, I could not show my emotion, but 
there is something here, I can show the way I feel through 
this and when I leave I feel good.” (39)  
“When you say art therapy, I am like I can’t draw but oh no, 
that has nothing to do with it, nothing. It eases you. It takes 
you to a place of softness and gentleness” (60) 
Experienced 
feelings of 
calmness and 
less stress  
Unprompted 
descriptions about 
feelings of calmness 
and lessened stress 
directly related to the 
Self-Book© creation 
process. These 
included calmness; 
less stress; soothing, 
humming, and singing; 
forgetting about stress, 
needles, and the pain 
of cancer. 
“No worries and I was more relaxed” (8)  
“…it was calming and soothing and I caught myself 
humming and singing …” (11)  
“It took a lot of stress, some stress off of my mind” (16)  
“That is one word I can say—relaxing!” (24) 
“Relaxed while I was here with my treatments” (32) 
“It had a calming effect” (35) 
“…doing this made me forget all about my stress and the 
needles and the pain” (47) 
“…you feel the easing of whatever stress was when you left 
to get to the art therapy or whatever was bothering you and 
once you get there, all of that eases away” (60) 
 
 
 
 
 
 
 
152 
 
Table 17 (continued) 
Theme Definition Example Quotes 
Existential 
thoughts 
Unprompted 
descriptions about 
existential thoughts 
directly related to the 
Self-Book© creation 
process. Predominant 
thoughts included 
feeling uplifted, 
inspired for hope, 
feeling peace, feeling 
more control in life, 
and having faith. 
“I have a sense of peace now” (1) 
“My experience was uplifting and enlightening” (4) 
I was more hopeful” (12) 
“…that book was that it inspires me for hope…because there 
are things that I still need to do…” (11)  
“…my spirit had left and it was like all of the stuff that I had 
been going through during a time when I had just started it, it 
made me feel more in control of my life” (39) 
“After I finish my book, it is like every picture gave me the 
ability to still have faith in everything that I am going 
through.” (39) 
“This was an enlightening experience.” (52) 
Reconnection 
with self and 
others, 
especially 
with family 
Unprompted 
descriptions about 
reconnections with 
self and others directly 
related to the Self-
Book© creation 
process. Predominant 
connections included a 
greater awareness of 
others, self-
improvement, an 
appreciation of 
supports, 
strengthening of 
character, and inner 
strength. 
“…made me reflect on me and not focus so much on my 
cancer and treatment.” (1) 
“…made me aware of others and how far I have come and 
where they are and to just be a better me; to not be upset or 
anger or fearful or afraid.” (4) 
“It made me appreciate my family and my supports…” (8) 
“That book is me! It is earth. Nature. Support systems. It’s 
me.” (11) 
“The book helped me to think about how my life has 
changed.” (16) 
“…I experienced a strengthening of my character.” (32) 
“I felt better about myself and what happened to me.” (35) 
“And it gave me more strength too.” (39) “…make me 
appreciate my support system a lot and realize that I am not 
alone.” (50)  
“It made me stop and think about me…I am not here by 
myself.” (59) 
* The number after each example quote corresponds with the participant PIN. 
 
 
4.3.4.1 Positive Thoughts and Emotions 
 The theme of positive thoughts and emotions is defined by unprompted 
descriptions about the positive thoughts and emotions directly related to the Self-Book© 
creation process. These included feeling lighter, nice, joyful, removed from disease, good, 
better, and hopeful. It is unusual to observe improved moods in patients during active 
oncology treatment, especially feelings of enjoyment and happiness. The following 
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response encapsulates the typical participant comments about the Self-Book© art therapy: 
“It was different. It was enlightening. It was fun. I enjoyed it. Some days I did not want to 
but I did it anyway and it made me feel better and I was glad that I did it.” Another 
participant said, “[B]ecause of my health and what I am going through, it made me feel a 
lot better because some days I was not feeling good at all but every time I completed part 
of the book I felt better that day.” Positive thoughts and emotions were the most prevalent 
participant experiences after creating the Self-Book©, with almost all participants 
experiencing this theme. Participants stated that they felt uplifted, joyful, hopeful, and 
moved; that they had fun; and that they were in a better mood after the art therapy. For 
example, one participant shared, “This book takes me to a happy place.” These examples 
all took place during active chemotherapy treatment or minutes before or after radiation 
treatment. 
4.3.4.2 Discovery Through the Art Therapy Process 
 The theme of discovery through the art therapy process is defined by unprompted 
descriptions about the self-discovery directly related to the Self-Book© creation process. 
These included feelings of ease or flow, creativity, transcendence, productivity, 
empowerment, and new ideas that were fun. This second theme indicated that a 
substantial percentage of art therapy participants reported that they experienced a sense of 
discovery through the art-making process during oncology treatment. The experiences 
included descriptions of the process for creating the Self-Book©, such as feelings of ease 
or flow, creativity, and transcendence. For example, a participant shared, “…you feel the 
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easing of whatever stress was when you left to get to the art therapy or whatever was 
bothering you and once you get there, all of that eases away.” Another participant 
commented, “I got a concept in my head and then just like it flowed from there.” Overall, 
the participants reported that the discovery about art therapy was helpful because the 
Self-Book© left them feeling productive. For instance, one participant remarked, “It made 
me feel better to come here to do this. When I leave it made me feel more like I am doing 
something. It just made me feel so good on the inside believing that I could make 
something like this and the energy that I put into this.” Empowerment or feeling more in 
control during active oncology treatment as a result of the art therapy was another 
common experience within the theme of discovery. A participant discussed, “It is hard to 
explain but sitting here, doing this book, it was like my spirit had left and it was like all 
of the stuff that I had been going through during a time when I had just started it, it made 
me feel more in control of my life.” 
4.3.4.3 Experienced Feelings of Calmness and Less Stress 
 The theme of feelings of calmness and less stress is defined as unprompted 
descriptions about feelings of calmness and lessened stress directly related to the Self-
Book© creation process. These included calmness; less stress; soothing, humming, and 
singing; forgetting about stress, needles, and the pain of cancer. Creating the Self-Book© 
elicited feelings and thoughts of calmness and less stress for well over half of the art 
therapy participants. One participant gave an example about the soothing effect that Self-
Book© had on her stress levels, and that the book caused her to hum and sing and forget 
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about her cancer. Many other participants discussed that the art therapy helped them ease 
away stress, thoughts of needles, and the pain of cancer. Overlapping with the discovery 
theme, one participant explained about the calming effect: “Well it was interesting 
because it was the first time that I ever did anything like this. It was calming because you 
calm right down and take your time to concentrate and focus on what is the topic that you 
are dealing with and you try to find the right things that represent what you are feeling at 
the time in regards to the topic for the day.” 
4.3.4.4 Existential Thoughts 
 The theme of existential thoughts is defined as unprompted descriptions about 
existential thoughts directly related to the Self-Book© creation process. Predominant 
thoughts included feeling uplifted, inspired for hope, feeling peace, feeling more control 
in life, and having faith. The findings suggested that another high percentage of 
participants experienced existential thoughts as a result of creating the Self-Book© while 
they were still in active treatment. For example, one participant expressed, “Now I have 
this awesome book that I can reflect on and go back to and remember those feelings in 
my life and know that I made it through it. I feel so much better and I feel so much 
happier. I have a sense of peace now.” Participants described these thoughts as leading 
them to a sense of enlightenment that included being uplifted, inspired for hope, feeling 
peace of mind, and having faith during active cancer treatment. It is noteworthy to 
mention that these findings are congruent with the statistical results from this study on 
spiritual well-being. 
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4.3.4.5 Reconnection with Self and Others, Especially with Family 
 The theme of reconnection with self and others is defined as unprompted 
descriptions about reconnections with self and others directly related to the Self-Book© 
creation process. Predominant connections included a greater awareness of others, self-
improvement, an appreciation of supports, strengthening of character, and inner 
strength. Over half of participants expressed that they experienced a reconnection with 
self and others, especially with family, as an outcome of creating the Self-Book©. Again, 
this theme was experienced while these women were undergoing their oncology 
treatments. For instance, an average response from participants was well represented by a 
participant who shared, “It gave me a chance to think about myself and my feelings and 
emotions. It just made me aware of others and how far I have come and where they are 
and to just be a better me; to not be upset or angry or fearful or afraid.” Many participants 
shared that the experienced helped them turn their focus away from cancer and treatment, 
and to gain a greater awareness of self and others. Another substantial number of 
participants stated that the Self-Book© art therapy gave them a sense of peace, and 
experience of self-improvement, an appreciation of supports, and a strengthening of 
character and inner strength. For example, “It really put me in touch with my inner self, 
and to draw strength from within. Thank you for the opportunity of experiencing art 
therapy. I wish others will have an opportunity that I had and let the experience be a 
blessing to them and others.” 
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 In summary, the content analysis clearly reflects that participants valued creating 
the Self-Book©. Participants reported that the overall experience gave them a renewed 
appreciation for their supports, especially for supportive family members. One 
overlapping construct that appeared in many of the identified themes was a confident 
sense of ownership, meaning that participants took great pride in their Self-Books©. 
Finally, some participants verbalized that the Self-Book© art therapy intervention helped 
them reflect on their individual identities prior to being consumed with coping with 
cancer. Self-reflection is vital to healing because it contributes to self-motivation that 
shifts women toward better self-care. 
4.4 Conclusion 
Sixty patients met the inclusion criteria and were enrolled in the study. Twelve 
participants were lost to attrition (18%), allowing 39 full-study participants plus one 
partial-study participant (using LOCF) to be included in the final statistical analysis. The 
baseline comparisons indicated only minimal differences between groups. 
Statistical analyses revealed some improved emotional distress scores in 
participants from both the Self-Book© art therapy intervention and the standard care 
control groups over time. However, there was no statistically significant evidence for 
treatment effects of the Self-Book© art therapy on emotional distress in female cancer 
patients. The primary null hypothesis could not be rejected. Likewise, statistical results 
revealed no statistically significant evidence for treatment effects of the Self-Book© art 
therapy treatment on psychological well-being in female cancer patients. Therefore, the 
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secondary null hypothesis could not be rejected. Spiritual well-being was the only 
subscale that showed a statistically significant difference between the groups over time, 
meaning that Self-Book© art therapy enhanced spiritual well-being scores in female 
patients during active cancer treatment.  
Effect sizes indicated that Self-Book© art therapy had a small to medium effect on 
patient’s emotional distress and psychological well-being scores. 
Additional statistical analysis indicated that the sample size was too small to test 
for confounding variables using covariant tests, such as ANCOVA. Two Pearson 
correlation tests indicated a significantly negative association between the emotional 
distress change scores, as measured by the DT, and the psychological well-being change 
scores, as measured by the FACIT-Sp. There were no significant associations between 
baseline physical functioning (KPS) and psychological well-being change scores 
(FACIT-Sp) for the art therapy participants. 
Content analysis of the open-ended interviews revealed five themes related to the 
impact of Self-Book© art therapy on the lives of the participants: positive thoughts and 
emotions; discovery through the art therapy process; experienced feelings of calmness 
and less stress; existential thoughts; and reconnection with self and others, especially 
with family. The majority of the art therapy participants indicated that they experienced 
these themes. The meanings and clinical implications for these findings are discussed in 
the following chapter. 
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CHAPTER 5: DISCUSSION 
The purpose of this study was to examine the effects of Self-Book© art therapy on the 
emotional distress and psychological well-being of female oncology patients during 
active treatment. The method was a repeated measures randomized controlled trial (RCT) 
that employed a two-arm parallel-group design. Sixty women in active cancer treatment 
were randomly assigned to either the six-session Self-Book© art therapy intervention 
group or the standard care control group. Thirty-nine women completed all 
measurements. The discussion includes the following sections: interpretation of findings, 
limitations, implications for theory and practice, recommendations for future research, 
and conclusions.  
5.1 Interpretation of Findings 
 This section interprets and contextualizes the statistical analysis by linking the 
intervention’s statistical results to existing knowledge within the field of art therapy.  
5.1.1 Primary Hypothesis 
 The primary outcome, which was emotional distress, was measured by two 
standardized instruments: the NCCN (National Comprehensive Cancer Network) Distress 
Thermometer (DT) and the Perceived Emotional Distress Inventory (PEDI). The 
differences between the DT and PEDI scores of the art therapy treatment group versus the 
control group were not statistically significant. Emotional distress scores improved in 
both groups and improved slightly more in the art therapy group. The difference was not 
enough to reject the primary null hypothesis—that female oncology patients who use 
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Self-Book© art therapy during active oncology treatment will report emotional distress 
scores that are not significantly different from those in the control group.  
 In contrast to the Self-Book© study results, earlier studies report art therapy to be 
effective in reducing emotional and other forms of distress, such as psychological stress 
and anxiety (Bar-Sela et al., 2007; Monti et al., 2006; Nainis et al., 2006; Thyme et al., 
2009). For example, one RCT discovered that art therapy helps cancer patients confront 
fears about uncertainty and death, resulting in reduced anxiety (Monti et al., 2006).  
 Two interpretations can be applied to the Self-Book© study results: First, the 
outcome measures may not have captured the actual benefits of the intervention; and 
second, the earlier studies had compared art therapy with an inactive control group, such 
as a waitlist group. Another possibility (albeit a less likely one) is that the control group 
participants were encouraged to continue use of complimentary alternative medicine 
(CAM) as part of their standard care, and the benefit from the CAM services may have 
affected the results. However, participants from both groups were asked each week to 
report the number of CAM services they attended. These measurements were considered 
in the additional analysis, but there was no statistically significant difference between the 
groups.  
 The difference in type of control group could also explain why the results of this 
study are incongruent with the results of earlier studies. Emotional distress decreased for 
the participants in the Self-Book© art therapy group as well as for the standard care 
control group, but the Self-Book© art therapy participants improved more than their 
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control group counterparts did. Most past studies that employed a waitlist group showed 
no change, which could be partially due to inactivity. 
 Positive change was reported in an unpublished study conducted by Warson and 
Lorance (as cited in Malchiodi, 2013), who examined the effects of an art therapy 
intervention on emotional distress in a non-randomized sample. Subjects drawing 
mandalas experienced reduced salivary cortisol levels, a physiological marker of the 
human stress-response system.  
 Separately, Malchiodi (2013) postulated that patients benefit from medical art 
therapy because the relaxing and repetitive movement of drawing or coloring is calming 
and self-soothing. Others have theorized that this therapeutic action may serve as a 
distraction from the harsh oncology treatments (Nainis et al. 2006) and helps the patient 
transcend to a different state of mind, called flow (Csikszentmihalyi, 1999). In this flow 
state, patients temporarily forget about cancer and may no longer feel anxious or fearful 
(Singh, 2011). Similarly, one participant from my study shared, “It removes yourself 
from whatever is going on right then because all you’re thinking about is creating the 
particular topic for that day.” Another patient expressed, “It helped me to relax and it 
took my pain away, it took me away.” 
 Despite the lack of a statistically significant difference between groups in this 
present study, the Self-Book© art therapy intervention may have clinical significance. I 
base this statement on effect size computations that indicated a small to moderate 
treatment effect of Self-Book© art therapy on emotional distress. By the end of the 
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intervention, 30% of Self-Book© art therapy participants’ scores dropped below the cutoff 
point for referral and were no longer a clinical concern for emotional distress. These 
participants dropped below 4 on the DT, meaning that emotional distress decreased 
significantly. Therefore clinical significance was achieved for this statistic, even though 
the study was underpowered. The Self-Book© study suffered from under-recruitment due 
to many logistical reasons, as well as timeframe constraints and higher-than-anticipated 
attrition rates. However, the small to moderate effect sizes suggest that Self-Book© art 
therapy may help women with cancer reduce their emotional distress.  
 Since my initial dissertation proposal, Monti et al. (2013) conducted a large-scale 
study using art therapy integrated with mindfulness exercises on similar outcome 
variables, and with a comparable research design to this study. The randomized 
controlled trial (RCT) by Monti and colleagues included 191 breast cancer patients and 
compared mindfulness-based art therapy (MBAT) with standard educational support. The 
researchers concluded that there were improvements in both groups. Additionally, for 
those participants who had high stress levels at baseline, the MBAT participants 
experienced significantly greater improvements in psychosocial stress scores than did the 
control participants. Although the Self-Book© study results did not achieve statistical 
significance, its results are similar to those of the MBAT study in terms of trends in the 
data that revealed improvements in both groups, with slightly better outcomes in the art 
therapy group. 
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 To date, Monti et al.’s (2013) results provide the only inferential evidence that 
mindfulness art therapy significantly reduces emotional distress compared to an active 
control group. All of the earlier studies employed an inactive control group that 
demonstrated unchanged scores.  
 A wait-list group was originally considered for the Self-Book© study but was 
discarded because of ethical reasons that entailed not withholding treatment known to 
have potential benefits. Instead, the control group participants in the Self-Book© study 
received standard care that included CAM. The only difference in treatment between the 
groups was that the art therapy participants had the opportunity to create a Self-Book© 
and the control group participants did not. 
 In closing, it is important to note that Monti et al. (2013) included 191 patients, 
which is clearly much larger than the Self-Book© study. The Self-Book© study was 
underpowered. A power analysis was performed when the study was proposed, but a 
second power analysis was never done. The Self-Book© art therapy intervention still 
managed to report a small to moderate effect size for emotional distress and may be 
effective in reducing emotional distress in women with cancer during active treatment.  
5.1.2 Secondary Hypothesis  
 Psychological well-being was measured by the Patient-Reported Outcomes 
Measurement Information System (PROMIS) Brief Psychological Well-Being test and 
the Functional Assessment of Chronic Illness Therapy—Spiritual Well-Being (FACIT-
Sp) Scale. Neither instrument found statistically significant evidence of a treatment effect 
for Self-Book© art therapy on psychological well-being in female cancer patients. 
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Therefore, I was unable to reject the null hypothesis that states that female oncology 
patients who use Self-Book© art therapy during active oncology treatment will report 
psychological well-being scores that are not significantly different from those in the 
control group. There was a small effect size indicating that the Self-Book© art therapy did 
not have much impact on participants’ psychological well-being. 
 These findings were unforeseen given that the initial Self-Book© pilot study found 
significantly improved scores in emotional well-being subscale for quality of life 
(Donald, 2008). In addition, several other studies have reported statistically significant 
improvements in quality of life. Nevertheless, these studies were all non-controlled 
studies with a mixed methods research design. Therefore, the results do not establish 
whether these improvements can be ascribed to the treatment intervention or to other 
potential causes for improvement (Singer, 2010; Svensk et al., 2009; Visser & Hoog, 
2008).  
5.1.2.1 Spiritual Well-Being 
The Self-Book© art therapy participants’ scores, as measured by the FACIT-Sp 
spirituality well-being subscale, indicate that the treatment had a small to moderate 
beneficial effect on spiritual well-being that was statistically significant. These results 
were unexpected. The spirituality subscale consists of three constructs: meaning, peace, 
and faith. One interpretation is that the creative process fosters these constructs and that 
meaning, peace, and faith were addressed throughout the six-session art therapy 
intervention. Enhanced spiritual well-being is also supported by the interview data but 
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not by past art therapy research. One participant discussed her Self-Book© art therapy 
experience, saying “The back of the book has a lot of meaning—the rose, love and life 
and then the cancer and between those things you still can smile.” Another participant 
said, “After I finish my book, it is like every picture gave me the ability to still have faith 
in everything that I am going through. It just felt great and I did not think that I could do 
it.” These results contrast with the findings of Puig et al. (2006), who did not find an 
effect of art therapy on spirituality in cancer patients.  
 It is noteworthy that prevalent existential themes conveyed the constructs for 
meaning, peace, and faith throughout most of the qualitative data. For example, many 
participants reported during the open-ended interviews that the Self-Book© art therapy 
experience was meaningful, giving them a sense of peace and strengthening their faith.  
 Past studies acknowledge that art making enhances quality of life in female 
oncology patients, but few studies have explored or examined aspects of spirituality (Bar-
Sela et al. 2007; Monti et al., 2006, 2014; Öster et al., 2006; Puig et al. 2006; Svensk, 
2009; Thyme et al., 2009). A phenomenological study conducted by Sabo and Thibeaulth 
(2011) examined the meaning-making of two breast cancer survivors participating in a 
clay-based art therapy. The patients’ post-surgical self-perceptions benefitted from “re-
conceptualizing” their altered body images in the context of their disease. This reframing 
process helped the two women accept their life-altering illness through reconstructing a 
new meaning about the self. The meaning-making that emerged from the art therapy 
experience was the healing factor.  
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 This meaning-making aspect relates to the Self-Book© study findings, most 
importantly because the construct assigns value and depth to the Self-Book© art therapy 
experience. The only difference between the two study groups was that the art therapy 
participants created Self-Books© and the control participants did not. Therefore, the 
results indicate that the statistical difference was likely due to the effectiveness of the 
Self-Book© art therapy treatment. 
5.1.3 Interpretation of Additional Analyses 
Because of the unanticipated results, I felt compelled to analyze the data from a 
different perspective. My first concern was whether groups were actually comparable in 
terms of baseline demographics. Since the DT results indicated that both groups 
improved, but that the emotional distress scores of the Self-Book© art therapy participants 
were slightly more improved than those of the standard care control group, an ANCOVA 
was used to test for possible confounders: 1) the Karnofsky Performance Status (KPS) 
and 2) past history of chronic stress. However, controlling for KPS and chronic stress 
eliminated almost all the effects. Specifically, the time by group is significant as a linear 
contrast but not as a regular ANOVA term. When controlling for KPS as a continuous 
variable, all the effects go away except for the group main effect. 
 Correlation tests were conducted to answer two additional questions: 
Did emotional distress decrease in women who demonstrated enhanced 
psychological well-being scores? Results revealed a statistically significant negative 
correlation of moderate strength between the two variables in change scores, indicating 
that as emotional distress scores decreased, psychological well-being scores increased. 
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These results are in accordance with past literature that correlates well-being with levels 
of emotional distress for women diagnosed with cancer (Bultz & Carlson, 2006; Lin et 
al., 2013; Mertz et al., 2012). Understanding this particular association was imperative 
for the Self-Book© study because the lack of well-being for female cancer patients is 
reported as a covariant to emotional distress that may influence a woman’s psychological, 
physical, sexual, social, and spiritual self (Geue et al., 2010; Monti et al. 2006; Visser & 
Hoog, 2008; Wood et al. 2011). More critically, Siedentopf et al. (2010) reported that 
approximately 50% of women experiencing cancer-related emotional distress delay 
receiving cancer treatment due to their psychosocial and emotional issues. 
 Did baseline KPS physical functionality correlate with psychological well-being 
change scores? Results reveal that there was no significant relationship between KPS 
baseline scores and psychological well-being change scores as measured by FACIT-Sp. 
However, the NCCN (2013) explains that psychological well-being is directly affected by 
the patient’s physical functionality, which may also interfere with the patient’s ability to 
cope effectively with cancer diagnosis and treatment. Likewise, some researchers agree 
that a patient can have a significant psychological disruption stemming from various 
physical circumstances after being diagnosed with cancer (Mehnert & Koch, 2007; 
Tarakeshwar et al., 2006). 
5.1.4 Interpretation of Content Analysis 
 Being diagnosed with cancer and undergoing the prescribed medical treatment 
(surgery, chemotherapy, and/or radiation) impacts female oncology patients in ways 
some patients cannot articulate. Literature about the traumatizing effects of cancer on 
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some women (Morris & Shakespeare-Finch, 2011; Park et al., 2008; Shelby et al., 2008) 
was the propelling force behind the Self-Book© study. The developer of Self-Book©, 
Mary Donald (2008), was strongly influenced by the trauma experienced by her cancer 
patients and subsequently developed the intervention, incorporating general principles of 
positive psychology (Seligman & Csikszentmihalyi, 2000) with art therapy. According to 
Donald, Self-Book© provides cancer patients with an opportunity to reconstitute a sense 
of self and to identify and reestablish their coping skills.  
 In this present study, 20 women completed the Self-Book© intervention (six art 
therapy sessions to create a 10-page book) to communicate about self-related topics 
during their oncology treatments. Immediately after completing their Self-Books©, these 
women responded to the post-intervention question, “Could you please describe your 
experience of the Self-Book©?” The interview data was audio recorded, transcribed, and 
analyzed using a modified content analysis process. The results were categorized into 
five themes: positive thoughts and emotions; discovery through the art therapy process; 
experienced feelings of calmness and less stress; existential thoughts; and reconnection 
with self and others, especially with family. 
 Wood et al. (2011) conducted a meta-analysis of art therapy studies and reported 
that a group of German researchers (Gotze et al., 2007) explored quality of life in 21 
cancer patients. They discovered that art therapy significantly affected five different 
domains of the Self-Book© study: emotional stabilization, deepening and enhancing 
possibilities of personal expression, personal growth, coping with the disease, and 
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communicative competence. Self-Book© participants reported five themes after 
completing the six-week Self-Book© art therapy intervention: positive thoughts and 
emotions; discovery through the art therapy process; experienced feelings of calmness 
and less stress; existential thoughts; and reconnection with self and others, especially 
with family. 
5.1.4.1 Positive Thoughts and Emotions 
Images in art therapy can evoke strong emotions. The probability that strong or 
negative emotional responses were going to occur during the Self-Book© intervention was 
likely. However, the intervention appears to have predominantly evoked positive 
emotions in participants, as reported in the qualitative data. Because Self-Book© is a 
medical art therapy approach that integrates positive psychology, it is not surprising that 
almost all of the participants experienced feeling happy, good, joyful, moved, less 
depressed, and better during their oncology treatments. One participant stated, “It was 
fun. I enjoyed it. Some days I did not want to but I did it anyway and it made me feel 
better and I was glad that I did it.” Another participant shared, “Some days I was not in a 
good mood until after I completed part of the book, so I thought it was very helpful.” The 
primary way positive psychology manifests in the Self-Book© intervention is through the 
patients’ identification of their strengths and virtues. Medical art therapy focuses on the 
healthy aspects of an individual’s life, as opposed to focusing on pathology. Similarly, 
positive psychology focuses on the individual’s optimal functioning. The Self-Book© 
therapeutic themes and directives were carefully selected for this population because 
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studies suggest that interventions targeting positive actions and cognitions decrease 
emotional distress and enhance well-being (Morris & Shakespeare-Finch 2011).  
 A curious question that arises is, Were positive emotions induced by the art 
therapy approach, the therapeutic relationship, or both? Identifying and differentiating the 
therapeutic mechanisms of Self-Book© art therapy is beyond the scope of this study but 
certainly warrants further investigation. 
5.1.4.2 Discovery Through the Art Therapy Process 
Statements made by several Self-Book© study participants during interviews 
suggested misapprehension about art therapy. Comarow (2007) explains that this unease 
is common not only among patients but also among hospital administrators. Once 
participants in the Self-Book© study were exposed to the art therapy process, their 
perceptions of art therapy became favorable ones. Educating patients about art therapy 
can be challenging because art therapy is subject to the stigma associated with many 
kinds of medical therapies. For example, Reynolds and Lim (2007) conducted a study to 
understand the perceived concept of art therapy versus art-making among cancer patients. 
The investigators concluded that patients did not fully understand art therapy but 
preferred to think of meaningful art-making as a leisure activity, and that they did not 
want to call the therapeutic approach “art therapy.” 
 Many participants described a similar journey through the Self-Book© art therapy 
experience, starting with initial apprehension about engaging in art therapy because of a 
fear of the unknown and moving into a new appreciation and use for art therapy as a 
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resource. For instance, one participant expressed, “I did not know what art therapy was in 
the beginning and my first day I was a little nervous…it was so warm and comforting and 
I could not wait for the next Thursday to come. So it was a very rewarding experience for 
me.” Likewise, another participant reported, “I did not want to do it. When you say art 
therapy, I am like I can’t draw but oh no, that has nothing to do with it, nothing! It eases 
you. It takes you to a place of softness and gentleness.” Misapprehension about art 
therapy raises a concern regarding terminology when introducing art therapy to a new 
participant. If medical patients who are already physically fragile react with apprehension 
to the words “art therapy,” then introducing the art intervention as a leisure activity, and 
not as art therapy, might be a prudent approach. However, it would be misleading to 
introduce Self-Book© art therapy as a leisure activity. 
Some people may ask “Why not just offer art activities by an art educator?” There 
are certainly some similarities between Self-Book© art therapy and an art activity. For 
instance, literature reports that both can be enjoyable, healing, and productive pastimes 
(Reynolds & Lim, 2007). The primary goals in art therapy are to help the client achieve 
emotional growth, resolve personal conflict, and foster self-awareness (American Art 
Therapy Association [AATA], 2014). Additionally, creating the Self-Book© involves 
intentional therapeutic elements that are pre-planned by the art therapist to be beneficial 
for the patient. For example, an art educator does not approach the art or the client from 
the perspective of a therapeutic relationship with therapeutic objectives. The goal of an 
art educator is to teach the client how to use art materials. Furthermore, an art educator 
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will not, as part of the educational process, routinely ask clients to explain their artwork 
or ask the question at the end of a session, “What was this experience like for you?” The 
art therapist asked the participant this question at the end of each six Self-Book© sessions. 
Essentially, the art therapist is trained to elicit a meaningful interpretation of the artwork 
images from the client (AATA, 2014). There is little to no existing literature on the topic 
about discovery through the art therapy process available at this time. Upon finishing her 
Self-Book©, one art therapy participant shared, “I would say that it was an adventure. 
There was a lot of fun and discovering the unknown.” Research exploring this topic 
would be an avenue toward better understanding the therapeutic mechanisms that make 
art therapy so emotive and meaningful.  
5.1.4.3 Experienced Feelings of Calmness and Less Stress 
 The Self-Book© participant interviews revealed that well over half of the women 
experienced some form of stress reduction as a result of making and completing the Self-
Book© during active cancer treatment. For example, a participant shared after she finished 
her Self-Book© that “[i]t was good because when you are dealing with stress then it was 
appropriate to really calm you and take your mind off of the worries and anything that 
may stress you that the cancer may bring on and cause you to be anxious. So just for the 
time it takes your mind off of everything and you can focus on just what is being done at 
the time.” Similarly, another participant said, “The more I picked up the pictures and put 
them on the book, it had a calming effect and I felt better and better about myself and 
what happened to me.” 
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These results suggest that the Self-Book© was effective for the majority of the 
participants in terms of reducing the emotional distress during active cancer treatment. 
These particular findings were anticipated, because the literature strongly suggests that 
many art therapy approaches reduce stress in cancer patients (Bar-Sela et al. 2007; Monti 
et al., 2006, 2014; Öster et al., 2006; Puig et al. 2006; Svensk, 2009; Thyme et al., 2009). 
More importantly, although I did not find statistically significant differences between the 
groups, the small to moderate effect size indicates that Self-Book© may be beneficial for 
participants at least in terms of reducing emotional distress. 
5.1.4.4 Existential Thoughts 
A sudden diagnosis of cancer can precipitate an existential challenge to a 
woman’s worldview and spiritual beliefs (Ben-Arye et al., 2006; Park, 2012; Vallurupalli 
et al., 2012). The Self-Book© intervention evoked thoughts about existential issues in a 
high percentage of the interviewees. This reported response was typical, meaning that the 
therapeutic mechanisms in the Self-Book© creative process elucidate thoughts that are 
more philosophical in nature. For instance, one participant completed her Self-Book© and 
said, “I think God let me here for a reason. He took my mother, he took my father. He 
took my children but I am still here. So it has to be for a reason but maybe I have not 
found that reason yet but I am still here.” 
 However, according to Archer, Buxton, and Sheffield (2014), the potential for art 
therapy to enhance spirituality well-being has not been adequately pursued. The authors 
recommend that hospitals should do more integration of arts with hospital spiritual 
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practices, to help patients regain an individualized sense of wholeness and acceptance of 
mortality. Similarly, the National Cancer Institute (NCI, 2013) reported that research on 
existential issues has been neglected until recently, and that perhaps many effective 
therapeutic opportunities have been overlooked. This neglect includes research in the 
field of art therapy (Sabo & Thibeaulth, 2011).  
 Conversely, for one controlled art therapy study that examined existential well-
being in 39 breast cancer patients, the results revealed that the semi-structured art therapy 
intervention was not effective in enhancing participants’ level of spirituality (Puig et al. 
2006). These results contrast with the findings of the Self-Book© study. An explanation 
for the difference may be that Puig and colleagues did not measure the treatment effect 
over enough art therapy sessions to register a change. The Self-Book© study had six art 
therapy sessions plus a one- to two-month follow-up compared to Puig and colleagues 
(2006), whose study had only four individual sessions with each cancer patient. 
 The interview data point to the importance of cancer patients finding a sense of 
meaning and purpose, and reinforces the statistically significant finding about spiritual 
well-being. These findings suggest that art therapists should consider and actively explore 
these needs when working with people with cancer. Additionally, this topic is important 
because patients who report the highest levels of existential/spiritual well-being are 
significantly less likely to experience cancer-related emotional distress (McCoubrie & 
Davies, 2006).  
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5.1.4.5 Reconnection with Self and Others, Especially with Family 
Self-Book© art therapy intervention participants reported that they experienced a 
reconnection with themselves and others, especially with family members. Participants 
described a transformation from feeling disconnected or isolated to feeling more self-
aware and rejoined with loved ones. Past literature reports that patients at high risk for 
abnormal levels of emotional distress include patients with insufficient emotional 
supports, particularly the lack of family supports (O’Connor, Christensen, Jensen, Moller, 
& Zachariae, 2011; Salsman, Segerstrom, Brechting, Carlson, & Andrykowski, 2009; 
Shelby, Golden-Kreutz, & Andersen, 2008). Some women with cancer may actually 
disconnect from loved ones, because a substantial percentage of women with cancer 
worldwide perceive their diagnosis as a burden to friends and family, and then develop a 
negative self-perception that profoundly impacts their sense of well-being (Oeki et al., 
2012).  
 Equally important is that women use support services such as art therapy for inner 
personal strength to fight cancer and to enhance their sense of self (Molassiotis et al., 
2006). For example, Sabo and Thibeault (2011) report that the art therapy process 
provides female cancer patients with the opportunity to experience a deeper sense of self. 
The process of integrating the self with the cancer experience in a meaningful way also 
gives women the choice to re-author their life narratives from a more positive perspective 
(Borgman, 2002). In the Self-Book© study, participants appeared to use their 
imaginations in a constructive way. Many participants told an entire story through the 
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magazine images as if the pictures were of them in a variety of natural or world settings, 
or with smiling siblings and friends.  
 Finally, participants may reconstruct self-identities if they can make sense of the 
cancer experience by integrating a positive meaning into their lives. This meaning-
making process has been reported as self-transforming for women with cancer (Reynolds 
& Lim, 2007). Overall, the data suggests that this intervention may be useful to help with 
cultivating personal development and socialization skills. This is another unstudied area 
in art therapy. Socialization is a concern of the Self-Book© study because emotional 
distress is defined as a complex experience involving unpleasant symptoms affecting the 
self socially (Monti et al., 2006; Visser & Hoog, 2008). Skrzypulec et al. (2009) report 
that physical limitations caused by cancer can impact social functioning in younger 
women (Skrzypulec et al., 2009). As I had expected when I designed my study, 
researchers suggested that psychological interventions should aim to treat emotional 
issues by improving social support in the context of cancer, specifically during the early 
stages of treatment (Burgess et al., 2005; Fagundes et al., 2012; Jacobsen, 2012; Linden 
& Vodermaier, 2012).  
 In summary, the content analysis results are congruent with literature and with 
many of the therapeutic objectives for Self-Book©, such as: engender personal growth, 
make meaning of personal choices, identify personal strengths and virtues, identify and 
value supports, encourage reintegration of self, explore personal connections, and express 
positive well-being for those close to self, to name a few (Donald, 2008). The complete 
 
 
 
 
177 
list of Self-Book© therapeutic objectives can be found in the Self-Book© art therapy 
intervention six-session curriculum (Table 3), in the method chapter. 
5.2 Limitations 
5.2.1 Sample Size 
The small sample size was the most significant limitation of this Self-Book© 
study. Initially, 72 women were targeted for this study to ensure statistical power. This 
study did not achieve the desired sample size by the 10-month endpoint for data 
collection, due to recruitment challenges and a greater than anticipated attrition rate. The 
18% attrition rate resulted from six deaths unrelated to the study, as well as reasons that 
involved my own mistakes as a new researcher. For example, I missed one criterion from 
the list of inclusion or exclusion items for nine patients. For reasons beyond my control, 
particularly the harsh winter weather during the second and third quarter, additional 
participants were unable to complete the study.  
5.2.2 Outcome Assessor 
Another limitation was the lack of research staff. Even though this project was 
partially funded by the National Endowment for the Arts, limited funding prevented the 
hiring of an outcome assessor. Even though this study used self-report measures, the 
handling of the data by a blinded outcome assessor is always preferred, as it helps to 
safeguard data from bias. In addition, it would certainly have been preferable to have a 
study team member other than the principal investigator conduct the open-ended 
interviews.  
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5.2.3 Research Approach 
A considerable amount of time was devoted to selecting a research design that 
addressed my research question and gaps. Nevertheless, the research approach seemed to 
be limiting. A mixed methods study may have been better suited for exploring the impact 
of the Self-Book© study on women with cancer. A mixed methods study would have 
allowed for a better, more in-depth exploration of participants’ perspectives. 
5.2.4 Study Implementation 
Because of the slow enrollment rate and high attrition, other problems emerged. 
For instance, when medical staff would give me a patient referral during the slow periods 
of the study, I sometimes hastily enrolled the patient without carefully checking off 100% 
of the inclusion criteria, and once I realized that I inadvertently enrolled an ineligible 
participant, I had to remove her from the study.  
5.2.5 Internal Validity 
There were numerous variables that may have jeopardized the internal validity of 
this study. This study controlled for several confounding variables (e.g., psychosocial 
issues involving emotional supports, history of past stress and substance use, and past art 
and art therapy experience), but it did not control for use of medications other than 
radiation and chemotherapy. This oversight may have impacted the results of the Self-
Book© study. A substantial percentage of patients receiving chemotherapy received 
various doses of Benadryl, making participants sleepy and even lethargic. This altered 
state may have influenced how a participant rated her level of emotional distress at that 
moment. Participants frequently commented about the antidepressants and/or antianxiety 
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medications prescribed by their oncologists, primary care physicians, or their 
psychotherapists outside of the hospital. Some participants attended psychotherapy 
services outside of the hospital, and this may have influenced the results as well. Another 
factor that greatly impacted a participant’s stress level was the timing of a participant’s 
treatments and surgeries. Post-surgical pain appeared to be another confounding variable. 
Even if I had managed to collect data on all these variables, I would have needed a 
substantial sample size to control for their effects. 
  Some of the instruments presented comprehensibility issues. A number of 
participants struggled with the wording and phasing on the DT, PEDI, and FACIT-sp. 
This limitation caused concerns about the validity of the information provided by the 
participants. For instance, numerous participants questioned items that asked “My life has 
been productive?” or “I feel a sense of purpose” and stated that the words “productive” or 
“purpose” were not understood. Some participants did not know the word “harmony” and 
questioned the item, “I feel harmony within myself.” 
5.2.6 External Validity 
The results are not generalizable to other populations, for several reasons. First, 
this study was limited to adult female cancer patients. The age and gender limitation 
prevents the research results from being generalized to all oncology patients. The study 
lacked diversity: 80% of the participants were African American, a medically 
underserved population (Davis et al., 2009). Second, the small sample size prevents 
generalization. Third, the intervention was implemented by one art therapist and 
treatment fidelity was not evaluated. 
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5.2.7 Small Effect Sizes 
Besides the issues of study power, the Self-Book© art therapy treatment effects 
were not as large as I had anticipated. The art therapy treatment only had a small to 
medium effect on emotional distress and psychological well-being. 
5.3 Implications for Theory and Practice 
5.3.1  Clinical Implications 
The Self-Book© art therapy treatment effects, although not statistically significant, 
coincided with the descriptive responses from participants in the open-ended interviews. 
Likewise, the interviews resemble the positive results from the pilot study, suggesting 
that Self-Book© art therapy may be beneficial to women with cancer during active cancer 
treatment. Three conclusions can therefore be made: 1) There was a lack of statistical 
power, 2) the intervention functioned primarily as an enjoyable activity for patients, and 
3) the outcome measures were not measuring the actual benefits of the intervention. 
Regardless of the statistical-significance results, almost all of participants in the Self-
Book© art therapy expressed that the intervention was beneficial to their recovery and 
ability to cope with cancer. 
 These results may contribute to the known benefits of art therapy, namely 
spiritual well-being. Self-Book© art therapy reported a small to moderate effect size for 
emotional distress and psychological well-being, albeit one that was not statistically 
significant. The lack of statistical significance raises questions about the actual measures.  
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5.3.2 Theoretical Implications 
The Self-Book© art therapy intervention statistically significantly enhanced 
spirituality well-being in female patients during active cancer treatment. These results 
may shed new light on the understanding of the creative process during art therapy.  
 There may be an important connection between spirituality, creativity, and art 
therapy. All three involve a meditative or reflective quality that provides a possible 
healing factor. There was a consistent flow of energy through the Self-Book© creative 
process that starts with 30 minutes of reflection. During this time, the participant sorts 
through images. The sorting can be a repetitive action that is meditative and reflective. 
These qualities during the making of the Self-Book© appear to be a key therapeutic 
mechanism during the creative process. Additionally, the environment is private and 
quiet unless the participant choses to verbalize her feelings. The reflective process 
appears to lead to a transcendent state that seems to cultivate imagination. This process is 
happening while the precut images trigger memories of past experiences, such as a life 
before cancer. After the transcendent state ends, the participant creates a section of the 
Self-Book© and then rejoins the art therapist in a verbal discussion about her artwork. 
 For oncology patients, thinking constructively about issues is a way to find 
coherent meaning about personal situations and cancer (Park et al., 2008). Park stated that 
behavior is positive and productive if renewed meaning is realized. Morris and 
Shakespeare-Finch (2011) reported that reflecting on personal strengths can yield 
significant benefits, and that positive reflection is closely correlated with post-traumatic 
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growth. The repetitive thinking can help to reframe the cancer diagnosis, providing a new 
meaning for the aversive situation (Morris & Shakespeare-Finch, 2011).  
 The theoretical framework for Self-Book© stems from the integration of medical 
art therapy and positive psychology. It is interesting that spirituality is a vital component 
in positive psychology. Creativity is an overlapping element within the two approaches, 
leading me to consider the healing mechanisms of the creative process. One theory is that 
during art therapy, the creative process acts as a portal to an alternate level of 
consciousness. The different levels may create a space where creativity and spirituality 
connect. The experience can lead to enlightenment. Many of the Self-Book© art therapy 
participants expressed that they experienced a sense of timelessness and that their 
experiences made them become more self-aware. 
5.4 Future Research Recommendations 
 An important recommendation for all future Self-Book© art therapy studies is to 
use adequate sample sizes to achieve statistical power.  
 The next recommendation is for a mixed methods design to reexamine and 
develop the constructs of Self-Book© art therapy on the emotional distress and 
psychological well-being of female oncology patients during active treatment. Mixed 
methods would be an appropriate research approach to explore the effectiveness of this 
intervention and to provide rich data that represents each participant’s individual 
experience. A mixed methods approach could allow for divergent perspectives, multiple 
ways to explore a research problem, and a continual interpretation process. The 
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information gathered in the future study would give the participant a voice and help 
researchers learn more about the therapeutic mechanisms of Self-Book© art therapy.  
 This study was open only to female patients to achieve a homogenous population, 
and because research has shown that women respond better to art therapy than do men. 
The reasons for this latter fact remain unknown. However, the medical staff made 
numerous referrals that included male patients thought to be appropriate for the study. 
Additionally, a few male patients inquired about becoming study participants and were 
disappointed to learn that only women were included. The question can now be asked, 
How would male cancer patients respond to the Self-Book© art therapy intervention 
compared to females? A future study may gain new knowledge by investigating this 
question. 
 Over 80% of the study participants were black women, with 10% white and 
another 10% self-identifying as other. No Asians volunteered. Although African 
American patients are a medically underserved population when compared to white 
American patients (Davis et al., 2009), future studies should include samples with greater 
diversity in terms of race and ethnicity so that the results can be generalized to a more 
diverse group of cancer patients. 
 Many past art therapy studies using an RCT design employ an inactive control 
group, which raises ethical concerns. Another challenge is to find an appropriate placebo 
control condition. The initial Self-Book© pilot study did not include a control group. I 
was careful about pre-selecting the right control for this study. When the Self-Book© 
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participant is looking through precut magazine images, most of the images are 
photographs of nature, beautiful people, places, and things. Future research could study 
the effects of the Self-Book© art therapy intervention compared to viewing reproductions 
of artwork to determine if the effects of Self-Book© are due to the inherit qualities of art 
or from the art therapy. A future study could also compare the effects of the Self-Book© 
art therapy with a psycho-educational group, similar to the recent study conducted by 
Monti et al. (2013). The increased level of activity for a control group could make the 
study better because the two arms would control for equal time, attention, and duration.  
 Examining additional or different outcomes may improve this research in a future 
study. Substantial outcomes that truly make a difference in oncology care should be 
considered, such as treatment adherence and tolerance of treatment side effects. Also, any 
of the five qualitative themes, if simplified, could serve as an interesting future outcome. 
For example, positive thoughts or positive emotions could be a promising outcome. Other 
outcomes may include self-perception. It would be advantageous to consider spirituality 
as an isolated and specific outcome instead of a subscale. Given that Self-Book© art 
therapy participants reported spiritual well-being as a therapeutic component that 
improved significantly, I would pursue meaning-making, peace, and faith as future 
outcomes. Physical functionality should be used to measure as a confounding variable, 
but I would avoid outcomes that involve physical functionality due to the physical 
invasiveness of cancer. However, I theorize that pain may be an exception, and that pain 
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would serve as an interesting future outcome based on participant comments that their 
pain disappeared when they were creating their Self-Books©.  
5.5 Conclusion 
 In summary, the statistical results of this study suggest that Self-Book© art 
therapy may help enhance spiritual well-being in female cancer patients during active 
oncology treatment. Positive trends in the data were present, but at this time there were 
no statistically significant differences between the treatment group and control group for 
the two main variables. Only small treatment effects were found for Self-Book© art 
therapy on participants’ psychological well-being. In contrast, one subscale measure 
revealed an exception: Self-Book© art therapy resulted in statistically significant greater 
improvements in spiritual well-being compared to the control group. This result is 
important because to date, no other controlled art therapy study has demonstrated a 
significant change in spiritual well-being. Findings from participant open-ended 
interviews describe the experience of the participants, showing that almost all of the art 
therapy participants felt the intervention was beneficial during their active cancer 
treatments. 
 Although the small sample size was the most significant limitation of this study, 
making it underpowered, the participants in the Self-Book© art therapy group were 
clearly affected by the intervention according to the qualitative data. Self-Book© revealed 
a small to moderate effect size. Even more important, 30% of Self-Book© art therapy 
participants ended below the clinical range of emotional distress compared with only 5% 
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of standard care control participants, indicating that Self-Book© art therapy treatment was 
able to affect meaningful change in emotional distress. This finding is supported by the 
content analysis, which suggests that a high percentage of art therapy participants 
experience a reduction in emotional distress.  
 Thus, the contribution that this study makes to art therapy research is as follows: 
• Data were collected on the effectiveness of the Self-Book© art therapy 
intervention. Results demonstrate that the intervention may help to improve the 
spiritual well-being in female cancer patients during active oncology treatment. 
Note that the findings do not suggest that a much larger sample size may have a 
statistically significant effect in treating emotional distress. Wood, Freemantle, 
King, and Nazareth (2014) recently demonstrated that a larger sample size could 
lead to unfavorable study results just as easily as favorable results. Therefore, I 
cannot claim that a larger sample size would guarantee a statistically significant, 
positive outcome.  
• The field of medical art therapy has an additional RCT that meets evidence-based 
practice standards that includes a small to moderate effect size for treating 
emotional distress. 
• Self-Book© art therapy has been tested in an RCT, with strong recommendations 
for a mixed methods research design in the future.  
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 All future Self-Book© studies should use a larger sample size, evaluate the 
generalizability of the intervention, and focus on the therapeutic mechanisms of Self-
Book© art therapy, especially spirituality.  
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Appendix A: Demographic Form 
 
 
 
 
ID# ________ Date: ________ 
Demographic Form 
Please answer the following questions. Thank you!  
 
1. Race: (please check ALL that apply)   __Black/African American   __White/Caucasian    
__American Indian/Alaska Native   __Asian   __Native Hawaiian/Other Pacific Islander     
2. Please check one ethnicity:       __Hispanic or Latino:       __Not Hispanic or Latino 
3. Age: ___  
4. What type of cancer treatment are you currently undergoing or about to start? 
_______________________________________________________________________ 
5. Your treatment start date:  ____________and anticipated end date:  _______________ 
What type of cancer are you being treated for:___________________________________ 
Stage of cancer: 1 2 3 4 unknown 
  
6. Please check ONLY the items that apply to you: 
 __  Married/partner    __ Single    __Separated    __Divorced   __Widowed 
 __  Living alone __ In relationship  __Family problems  __ Lack of social support 
 __  Do you have children younger than 21 years old? 
 __  Do you have serious financial concerns or issues? 
 __  Have you had major depression in your past or any major emotional illnesses? 
 __  Have you had a history of chronic stressful life events? 
 __  Do you have problems related to drugs or alcohol? 
 
5. Have you ever participated in art therapy?   Yes or No 
6. Do you have any art training?  Yes or No 
7. Please know that these are not art lessons and NO ART SKILLS ARE REQUIRED 
for your participation in the six art therapy sessions. What do you hope to get out of this 
art therapy study?   ________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
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Appendix B: Recruitment Flyer 
 
 
 
 
 
 
Research Title: The Effects of Self-Book© Art Therapy on Emotional 
Distress in Female Cancer Patients  
 
Research Objectives: The purpose of this study is to examine the effects 
of the Self-Book© art therapy intervention on the emotional distress and 
well-being of female patients during active oncology treatment. You will be 
randomly assigned either an art therapy group or a standard care group. If 
you are assigned to the art therapy group, you will be asked to create a 
picture book to express some of your feelings. This Self-Book© will be made 
out of magazine collage and held during 6 weekly individual art therapy 
sessions, on the same day as your oncology treatment. Each session  
will take up to 50 minutes to complete. You will be asked to fill out brief 
questionnaires about how you are feeling. One to two months after you 
have completed your study assignment, you will be asked to fill out the 
questionnaires one more time. 
 
Information for Research Subjects Eligibility: You can participate in  
this study if you are: (a) female; (b) 18 years or older; (c) diagnosed with 
cancer; (d) in active treatment for cancer at Hahnemann University 
Hospital; (e) experiencing emotional distress; (f) capable of reading and 
speaking English; and (g) capable of seeing lines, shapes, and colors.   
NO PRIOR ARTISTIC SKILLS ARE REQUIRED! 
 
Remuneration: We will pay you $5 cash for each of the completed 
sessions for a total of up to $35.00 (art therapy group) or $20.00 (standard 
care group). 
 
For further information contact: 
Contact Donna Radl 610-209-3793 
This research is conducted by a researcher who is a member of Drexel University.  
This research is approved by the Institutional Review Board.! 
! ! !
!!!!! Art!Therapy!Study!
Drexel University is Recruiting Volunteers 
 for a Research Study ! !
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Appendix C: Informed Consent Form 
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Permission to Take Part in a Human Research Study  
ICF version:  Subject Initials: ____________ Revision Date: April, 2014 
 
 
 
Drexel University  
Consent to Take Part 
In a Research Study 
 
1. Title of research study:  The Effects of Self-Book© Art Therapy  
on Emotional Distress in Female Cancer Patients: A Randomized Controlled Trial 
2. Researchers: Joke Bradt, Ph.D., MT-BC (Principal Investigator)                                                              
   Donna M. Radl, MA, ATR-BC, LPC (Co-investigator)  
3. Why you are being invited to take part in a research study 
We invite you to take part in a research study because you fulfill the following requirements: 
• You are a female patient, 18 years old or older 
• Currently receiving treatment for cancer 
• Have a score of ≥ 60 on the Karnofsky Physical Performance Status  
• Capable of reading and speaking English 
• In treatment at Hahnemann University Hospital or the DUCOM Radiation Oncology 
department 
• Experiencing emotional distress as indicated by a score of ≥ 4 on the DT  
• Capable of seeing lines, shapes, and colors  
 
You cannot participate in the study if you have any of the following conditions: 
• Presence of a significant cognitive impairment 
• Display of psychotic symptoms 
• Active substance abuse/dependency issues 
• In active treatment for any major mental health disorder (i.e. suicidal ideation,  
post-traumatic stress disorder [PTSD], schizophrenia, psychosis, bipolar disorder, 
personality disorders)  
4. What you should know about a research study 
• Someone will explain this research study to you. 
• Whether or not you take part is up to you.  
• You can choose not to take part. 
• You can agree to take part now and later change your mind. 
• Whatever you decide it will not be held against you. 
• Feel free to ask all the questions you want before you decide. 
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Permission to Take Part in a Human Research Study  
ICF version:  Subject Initials: ____________ Revision Date: April, 2014 
 
 
5. Who can I talk to? 
       If you have questions, concerns, or complaints, or think the research has hurt you, talk  
to the research team: Joke Bradt (Principal Investigator) or Donna Radl (Co-Investigator). 
This research has been reviewed and approved by an Institutional Review Board. You may 
talk to them at (215) 255-7857 or email HRPP@drexel.edu for any of the following: 
 
• Your questions, concerns, or complaints are not being answered by the  
research team. 
• You cannot reach the research team. 
• You want to talk to someone besides the research team. 
• You have questions about your rights as a research subject. 
• You want to get information or provide input about this research. 
6. Why are we doing this research? 
     The purpose of this study is to examine the effects of the Self-Book© art therapy 
intervention on the emotional distress and psychological well-being of female oncology 
patients during active outpatient treatment. We will be comparing art therapy with standard 
care. Currently, there is a focus on improving the quality of cancer care for patients. 
Emotional distress caused by the consequences of cancer has been identified as one area 
that could use improvements. Medical art therapy may be capable of offering one way to help 
reduce emotional distress and improve well-being. 
7. How long will the research take? 
      Your time commitment in this study will vary depending on whether you are randomly 
assigned to the art therapy treatment group or to the standard care control group: 
Art Therapy Treatment Group 
You will participate in six 50-minute art therapy sessions over a timespan of 4-8 
weeks. Prior to the art therapy sessions each week, you will complete questionnaires 
about your emotional distress and psychological well-being that will take up to  
10 minutes to complete. You will be asked to participate in one follow-up session,  
1 to 2-months after completion of the study assignment that will take up to 10 minutes.  
Standard Care Control Group 
You will be asked to complete questionnaires about your emotional distress and 
psychological well-being that will take up to 10 minutes to complete. You will be asked 
to complete these prior to three of your regularly scheduled oncology treatments over 
a timespan of 6 weeks. You will be asked to participate in one follow-up session,  
1 to 2-months after completion of the study assignment that will take up to 10 minutes.  
8. How many people will be studied? 
     We expect to include a total of 72 women in this research study.  
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9. What happens if I say yes, I want to be in this research? 
     If you decide to participate in this research study, the following will be done to you. 
• We ask that you refrain from participating in any other psychosocial research study on 
emotional distress or well-being. Specifically, you are asked to not participate in the 
study titled, “Couples Coping with Cancer: Couple Support Group Study” while you are 
in this present study.  We also ask that you please refrain from any involvement with 
the Coping Club group, while you are participating in this present study. 
• The co-investigator will access your medical chart each week to record in a study file: 
(1) your oncology treatment side effects such as nausea, fatigue and physical pain; 
and (2) your oncology treatment compliance. 
• At the beginning of your participation in this study and before your treatment 
throughout the study you will be asked to fill out questionnaires:  
o Demographic survey (4-5 minutes): Only once, you will be asked to fill out 
information about your age, race, ethnicity, diagnosis and treatment information 
related to your cancer, your home living situation, any prior art experience, and 
your expectations of art therapy treatment benefits. 
o A Distress Thermometer (1 minute): We will ask you to circle a number on a 
distress thermometer to let us know how you are feeling. The distress 
thermometer will be used initially for screening your level of emotional distress 
and before and after your treatment throughout the 6-week study. 
o PROMIS Brief Well-being Test (2 minutes): You will be asked to rate your 
overall well-being by answering seven questions. 
o Perceived emotional distress measurement (1-2 minutes) You will answer a  
15-item questionnaire initially, midway and before your last session. Questions 
will pertain to your level of emotional distress throughout the 6-week study. 
o Assessment of Chronic Illness Therapy—Spiritual Well-Being (5-7 minutes) You 
will answer a 40-item questionnaire that pertains to your level of psychological 
well-being initially, midway and before your last session. Questions will pertain 
to your level of emotional distress throughout the 6-week study. 
o Follow-up session (10 minutes): You will be asked to fill out these four 
questionnaires again 1 to 2-months after the completion of the study 
assignment. This follow-up session will be coordinated with your 1 to 2-month 
oncology follow-up appointment with your oncologist so that you are not making 
a special trip to the hospital.  
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Art Therapy Treatment Group (Only) 
• Six Self-Book© art therapy sessions (50 minutes each): One time per week for 6-
weeks, you will participate in an individual art therapy session with a board certified art 
therapist. During these sessions, you will create a 10-page booklet about yourself and 
your experience with cancer. At the beginning of each session, you will be given 
specific instructions to follow. For example, during the first session you will be asked to 
create a collage that represents your “safe place” using magazine images and words 
that you will select, cut out and then paste on to a blank cardboard spread. This will 
create the first spread of your 10-page Self-Book©. At the end of each session, you will 
be given an opportunity to share and discuss your artwork with the art therapist if you 
choose to. Your artwork will be stored away in a locked cabinet each week. In the final 
week, all of your artwork will be brought back to you so that you can assemble your 
10-page Self-Book©. 
• Completed 10-page Self-Book© The art therapist would like to photograph your final 
Self-Book© artwork. If you approve, please indicate your permission to have your 
artwork photographed below:  
! Yes, I give my permission for my completed Self-Book© artwork to be 
photographed. 
! No, I do not give my permission for my completed Self-Book© artwork to be 
photographed. 
! Yes, I give my permission for a photograph of my completed Self-Book© artwork 
to be used for teaching purposes or future research for up to five years. 
! No, I do not give my permission for a photograph of my completed Self-Book© 
artwork to be used for teaching purposes or future research. 
• One final question (3-5 minutes) At the end of the 6-week art therapy intervention, you 
will be asked to answer a question about what you learned from your experience with 
making your Self-Book©. The art therapist would like to audio-record your answer. 
Please indicate your permission to have your answer audio-recorded below:  
! Yes, I give my permission for my answer to be audio-recorded and used for 
teaching purposes or future research for up to five years. 
! No, I do not give my permission for my answer to be audio-recorded and used 
for teaching purposes or future research.  
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10. What are my responsibilities if I take part in this research? 
       If you take part in this research, it is very important that you:  
• Follow the researcher’s instructions. 
• Tell the researcher right away if you have any emotional discomfort or injury. 
11. What happens if I do not want to be in this research? 
      You may decide not to take part in the research and it will not be held against you. 
12. What happens if I say yes, but I change my mind later? 
       You may decide not to take part in the research and it will not be held against you. 
13. Is there any way being in this study could be bad for me? 
• Physical risks: There are no anticipated physical risks associated with your 
participation in this study. 
• Psychological risks: You may experience feelings, emotions or memories while you 
talk about your Self-Book©. Sometimes these reactions might cause you to feel sad or 
upset. If this happens the art therapist, who is also a licensed professional counselor 
will talk to you and support you until you feel better.  
• Social/Economic risks: There are no anticipated social/economic risks associated with 
your participation in this study. 
14. Do I have to pay for anything while I am on this study? 
      There is no cost to you for participating in this study.   
15. Will being in this study help me any way? 
     We cannot promise any benefits to you or others from your taking part in this research. 
However, possible benefits include decrease emotional distress and enhance psychological 
well-being. You may also feel relieved and supported by the opportunity to talk about your 
emotional distress. The results of this study may benefit the field of medical art therapy since 
it will help us have a better understanding about what things may help to decrease emotional 
distress and enhance psychological well-being. This will help us develop specific treatment 
strategies to help people with emotional distress.   
16. What happens to the information we collect? 
     Efforts will be made to limit your personal information, including research study and 
medical records, to people who have a need to review this information. We cannot promise 
complete secrecy. Organizations that may inspect and copy your information include the IRB 
and other representatives of this organization.  
     The audio recording of the answer to one question at the end of the 6-week art therapy 
sessions will be erased immediately after it is transcribed into an electronic document. The 
transcript will be stored in the co-investigator’s computer that is password protected. The 
completed questionnaires and demographic survey form will be stored in a locked cabinet 
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located in the department of creative arts therapies at Drexel University, and only the 
research staff will have access to them. All collected data will be kept for 3 years after the 
completion of the study 
     We may publish the results of this research. However, we will keep your name and other 
identifying information confidential. 
17. Can I be removed from the research without my OK? 
     The person in charge of the research study can remove you from the research study 
without your approval. Possible reasons for removal include  
• If the investigator feels it is in your best interest to end the study, if for example, 
participation in this study seem to cause you increased emotional distress. 
• If you fail to adhere to requirements for participation established by the researcher. 
We will tell you about any new information that may affect your health, welfare, or choice to 
stay in the research. 
18. What else do I need to know? 
      This research study is being done by Drexel University.  If you agree to take part in this 
research study, the co-investigator Donna Radl will pay you for your time and effort ($35.00 
art therapy treatment group or $20 standard care control group). If you do not complete the 
study for any reason, we will pay you $5 for each completed session.  
A. Individually Identifiable Health Information That Will Be Collected 
     The following personal health information about you will be collected and used during the 
research study and may be given out to others:  
• Your name, age, psychological and social status 
• Personal medical history related to emotional distress and cancer diagnosis; 
• Information learned during consenting, screening, questionnaires, art therapy 
sessions and the two-month follow-up completed as part of this research study; 
B. Who Will See and Use Your Health Information within Drexel University  
     The researcher and other authorized individuals involved in the research study at Drexel 
University will see your health information during and may give out your health information 
during the research study. These include the researcher and the research staff, the 
institutional review board and their staff, legal counsel, research office and compliance staff, 
officers of the organization and other people who need to see the information in order to 
conduct the research study or make sure it is being done properly. Your health information 
may be disclosed or transmitted electronically. 
C. Who Else May See and Use your Health Information 
     Other persons and organizations outside of Drexel University may see and use your 
health information during this research study. These include:  
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• Governmental entities that have the right to see or review your health information, 
such as The Office for Human Research Protections.  
• A data safety monitoring board. 
     If your health information is given to someone not required by law to keep it confidential, 
then that information may no longer be protected, and may be used or given out without your 
permission. 
D. Why your health information will be used and given out 
     Your health information will be used and given out to carry out the research study and to 
evaluate the results of the study.  
 
E. If you do not want to give authorization to use your health information 
     You do not have to give your authorization to use or give out your health information. 
However, if you do not give authorization, you cannot participate in this research study. 
F. How to cancel your authorization 
     At any time you may cancel your authorization to allow your health information to be used 
or given out by sending a written notice to Human Research Protection at 1601 Cherry 
Street, 3 Parkway Bldg., Mail Stop 10-444, Philadelphia, Pennsylvania, 19102. If you leave 
this research study, no new health information about you will be gathered after you leave. 
However, information gathered before that date may be used or given out if it is needed for 
the research study or any follow-up. 
G. When your authorization ends 
     Your authorization to use and give out your health information will end when the research 
study is finished. 
     After the research study is finished, your health information will be maintained in a 
research database. Drexel University shall not re-use or re-disclose the health information in 
this database for other purposes unless you give written authorization to do so. However, the 
Drexel University Institutional Review Board may permit other researchers to see and use 
your health information under adequate privacy safeguards. 
H. Your right to inspect your medical and research records 
     You have the right to look at your medical records at any time during this research study. 
However, the researcher does not have to release research information to you if it is not part 
of your medical record. 
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Signature Block for Capable Adult 
Your signature documents your permission to take part in this research. 
DO NOT SIGN THIS FORM AFTER THIS DATE "  
   
Signature of subject  Date 
  
Printed name of subject 
   
Signature of person obtaining consent  Date 
   
Printed name of person obtaining consent  Form Date 
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Appendix D: Oncology Treatment Side-Effects Record 
 
 
 
 
ID# ________  
Start Date: ________ 
 
 
 
Oncology Treatment Side-Effects Record 
(Information from medical chart) 
 
 
 
Outcomes!
Time Points!T1# W1# W2# W3# W4# W5# W6# T4#
Oncology 
Treatment 
 
      -Nausea  
 
 
      -Fatigue 
 
 
     
 
         -Pain 
 
 
 
# # # # # # # ##
## # # # # # # #
### # # # # # # ##
 
Oncology 
Treatment 
Compliance 
  
# # # # # # # #
 
Legend: 
T1= Baseline (prior to group allocation) 
W1, W2, W3, W4, W5, W6  = weekly measurement points 
T4= Two-month follow-up 
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Appendix E: Self-Book© 
 
 
 
 
 
 
The Self-Book© 
 
An example of the Self-Book© 
 
The Self-Book© is a process, an art therapy intervention, and an end product. A board-certified art 
therapist instructs an individual to create artwork using magazine collage on single segments of the book 
during six, 50-minute, private sessions. Each segment of the book is created during a session. During the 
first five sessions, the art therapist gives the individual an art therapy directive that addresses one of five 
self-related themes. Each theme is represented in a single segment. (two facing pages that open out). 
During the sixth session, the individual is instructed to assemble and decorate the outside cover of the 
book. The final Self-Book© is a five-spread book (ten pages with an outside cover). 
 
Development of the Self-Book© 
 The Self-Book© was developed by Mary Donald (2008), a board certified art therapist and state 
licensed professional counselor working in the Cancer Center at Paoli Hospital in Pennsylvania. The art 
therapist developed the intervention based on the general principles of positive psychology (Seligman & 
Csikszentmihalyi, 2000) and medical art therapy. Donald was strongly influenced by the aspects of 
trauma experienced by her patients and caregivers.   
 
The Self-Book© Blank Segment  
 The Self-Book© blank segment is a white coated cardboard folder with left and right pockets. A 
carton of segments (model number S-7073) can be ordered online at www.Uline.com. The art therapist 
will alter the configuration by opening the pockets with a knife prior to the session. The dimensions of the 
spread fully opened measure 20 3/4 x 5 1/4".  The specific dimension for the closed segment is 5 1/8 x 5 
1/4". The size was determined to avoid resistance to perceived performance difficulties. No substitutions 
are made. 
During each week the art therapist offers the subject a blank segment, scissors, a glue stick and 
boxes containing magazine images. The images are divided into six different categories: animals, places, 
nature, people, words, and things and patterns. These art materials are available at each session. 
 At the end of each session the therapist asks the subject, "What was this experience like for you?" 
The Self-Book© provides a milieu for individuals to reconstitute a sense of self and to identify and 
reestablish their coping skills.  
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The Self-Book© Art Therapy Intervention Six-Session Curriculum 
 
Session 
 
Self-Book© Directives 
(Administrated by a master level, 
board certified art therapist only) 
Self-Book© Therapeutic Objectives 
1 Using precut, categorized magazine 
images, create a safe place on the 
inside spread of the Self-Book© blank 
segment. (Blank segment, scissors, 
magazine images, and a glue stick are 
provided at each session.) 
• Become acquainted with the art 
materials. 
• Identify with a personal sense of safety.  
• Begin to establish a trusting relationship.  
• Experience privacy. 
2 Using precut, categorized magazine 
images, identify your supports on the 
inside of the second blank segment. 
• Identify and value supports. 
• Connections with others. 
3 Using precut, categorized magazine 
images, identify your strengths and 
virtues on the inside of the third blank 
segment spread. (A list of the 26 
strengths and virtues from positive 
psychology are offered to patients to 
select 6 to 7 that the patient identifies 
as belonging to them.) 
• Learn about positive psychology. 
• Identify personal strengths and virtues. 
• Explore self-awareness. 
• Encourage reintegration of self. 
• Initiate awareness of inner coping skills. 
4 Using precut, categorized magazine 
images, make a wish for people close 
to you and or loved ones on the inside 
of the fourth blank segment spread. 
• Express positive well-being for those 
close to self. 
• Explore personal connection(s). 
5 Using precut, categorized magazine 
images, make a wish for yourself on 
the inside of the fifth blank segment 
spread. 
• Increase awareness of self-care. 
• Sponsor ownership and gifting to self. 
• Acknowledge self-empowerment and 
autonomy. 
• Engender hope of survival and personal 
growth. 
6 Assemble and decorate your Self-
Book©. Glue the five segments 
together to form a book. Using 
colorful stickers, jewels, feathers, and 
anything that can adhere to the pages, 
decorate your Self-Book©. Engage in 
a verbal response.  
• Make meaning of personal choices. 
• Celebrate progress. 
• Create a transitional object. 
 
Donald, M. (2008). Art therapy and quality-of-life with newly diagnosed breast cancer patients; 
a quantitative pilot study (Unpublished pilot study). The Cancer Center at Paoli 
Memorial Hospital, Paoli, PA 
Seligman, M. E., & Csikszentmihalyi, M. (2000). Positive psychology. An introduction. The 
American Psychologist, 55(1), 5-14. doi: 10.1037/0003-066x.55.1.5 
 
 
 
 
For more information about Self-Book©, please visit:  www.selfbookarttherapy.com 
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